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HAEMOCHROMATOSIS IN A YOUNG FEMALE 


I. CoHeN, M.B., B.Ch. (RAND), M.R.C.P. (Epin.) and 


Department of Medicine, 


In 1951 one of us reported a case of idiopathic haemo- 
chromatosis in a young European male, aged 21 years.! 
The salient features were myocardial failure, sexual hypo- 
plasia and enlargement of the liver. The cardiac disability 
was the major presenting feature and was the cause of the 
patient’s sudden death | year after the onset of the symptoms. 
Recently a sister of the patient was found to be suffering 
from the same disease and the clinical presentation was 
very similar to that of the first case. 

The occurrence of idiopathic haemochromatosis in siblings 
is uncommon and, moreover, the disease is extremely rare 
in young females. For these reasons the present case is 
reported in detail. 


CASE HISTORY 
First Admission 


The patient, a female of 25 years of age, was admitted to another 
unit of the Johannesburg hospital in March 1954. The major 
complaint was that during the previous 2 years she had developed 
amenorrhoea, diminished libido and increasing skin pigmentation. 
Before this her periods had been irregular. She had been married 
for 6 years but had never become pregnant. 

She was a young, thin woman with patchy pigmentation of the 
face and forearms. The breasts were poorly developed and hair 
was scanty in the pubic and axillary regions. There was no obvious 
hepatomegaly. The blood pressure was 120/60 mm. Hg and the 
cardiovascular system appeared normal. On vaginal examination 
the uterus was felt to be hypoplastic. 

Laboratory data. Full blood count normal. Serum electrolytes 
normal. ‘Liver function’ tests: Thymol turbidity 8-5 units, thymol 
flocculation ++ ++, cephalin cholesterol , Takata Ara 
(Ucko’s modification) +, zinc-sulphate turbidity 26-8 units, 
total lipids 984 mgm. per 100 ml., alkaline phosphatase 15-8 
King-Armstrong units, total bilirubin 0-3 mg. per 100 ml., total 
Protein 7-8 g. per 100 ml., 17 ketosteroids in 24-hour specimen of 
urine 3-1 mg. Follicle- -stimulating hormone less than 6 mouse 
units (normal 6-12 mouse units). Kepler-Robinson-Power test 
negative. Skin biopsy: increased melanin pigmentation in the 
basal layers. 

The patient was discharged from hospital with no definite 
diagnosis made. 


Second Admission 


The patient was readmitted to hospital in September 1956 
complaining of severe bouts of abdominal pain during the previous 
few weeks. She had also noticed increasing breathlessness on 
exertion over the same period and a sudden attack of severe 


palpitation, lasting a few hours, had occurred on the day before 
admission. 
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The physical findings were similar to those on the first admission 
except for signs in the cardiovascular system. She was dyspnoeic 
at rest and was found to be in congestive cardiac failure. The 
heart rate was 200 per minute and the rhythm was grossly irregular. 
The blood pressure was 90/60 mm. Hg. Cardiomegaly was present 
and a gallop rhythm was heard at the apex. The liver was tender 
and enlarged to 3 fingers’ below the costal margin. An electro- 
cardiogram taken on admission showed a sinus rhythm with 
runs of nodal extrasystoles and occasional ventricular ectopic 
beats, and there was a generalized depression of T-waves in the 
precordial leads. An X-ray of the chest taken at the same time 
showed some generalized cardiac enlargement (cardio-thoracic 
ratio 56°%). 

The patient was treated with digoxin and a mercurial diuretic. 
In view of her almost moribund condition she was also given 
30 mg. of prednisone daily. On this therapy she responded well and 
the signs of cardiac failure disappeared. While in hospital further 
investigations were carried out. 

Laboratory data. Haemoglobin 13-6 g.‘ 
tests: Similar to those on the previous admission. 
ance test (SO g. by mouth) normal. Serum iron 266 gamma per 
100 ml.; total iron-binding capacity 266 gamma per 100 ml. 
Follicle-stimulating hormone (24-hour specimen of urine) less 
than 6 mouse units. 17-ketosteroid 3-4 mg. in 24-hour specimen 
of urine. Liver biopsy: Heavy deposits of haemosiderin were 
present in parenchymal cells; there was also some early fibrosis of 
the portal tracts. 

Progress. On discharge from hospital the patient felt much 
improved. There was no sign of congestive cardiac failure and 
there was a normal sinus rhythm. She was maintained on digitalis 
therapy and a regime of regular weekly phlebotomies (500 ml.) 

was commenced. In all, 7,500 ml. of blood was removed during 
the next 3 months. During this period the patient maintained a 
haemoglobin level between 12 and 14 g. per 100 ml. Although the 
cardiac control remained fairly adequate she tended to become 
breathless on moderate exertion. On several occasions she was 
found to have multiple ventricular ectopic beats. These were 
partially controlled by maintenance therapy with oral procaine 
amide. 


‘Liver function’ 
Glucose toler- 


Third Admission 

The patient was again admitted to hospital in January 1957 
because of severe breathlessness. She was found to be in severe 
cardiac failure and the heart rate was 200 per minute with an 
irregular rhythm. Pulsus alternans was present and the blood 
pressure was 100/80 mm. Hg. The heart was clinically enlarged 
and a gallop rhythm was heard at the apex. The liver was 4 fingers 
enlarged and extremely tender. Peripheral oedema was also 
present. An electrocardiogram showed auricular fibrillation with 
multifocal ventricular ectopic beats. The plasma-iron level on 
admission was 253 gamma per 100 ml. 
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The patient’s condition improved slightly on routine cardiac 
care, but although the cardiac arrythmia was restored to normal 
she remained in congestive cardiac failure. Ten days after admis- 
sion she suddenly became shocked and was found again to have 
auricular fibrillation with a ventricular rate of 140 per minute. 
During the next few hours various resuscitative measures were 
adopted, including intravenous strophanthin and noradrenaline. 
Although the heart rate slowed to 100 per minute the blood pressure 
remained very low, and she died in irreversable peripheral vascular 
failure. 


The blood chemistry shortly before death was as follows: 
serum potassium 4 mEa.|., serum sodium 139 mEq./I., plasma 
chloride 93 mEq./1., blood sugar 135 mg./100 ml., serum iron 
487 gamma / 100 ml. 

Summary of autopsy findings: There was a generalized brownish 
pigmentation of the skin and pitting oedema of the ankles. The 
lungs showed well-marked chronic venous congestion and there 
was an excess of clear fluid in the pleural cavities. The heart was 
slightly enlarged (weight 320 g.). It was of a brownish colour and 
gave a positive prussian-blue reaction for iron. The wall of the 
left ventricle was thickened and a mural thrombus was found at 
the apex. No abnormalities were noted in the gastro-intestinal 
tract. The liver (weight 1,860 g.) was smooth and very firm. On 
section it showed the typical features of haemochromatosis as 
well as chronic venous congestion. The pancreas was chocolate 
coloured and showed a well-marked fibrosis. The spleen was 
enlarged (weight 490 g.) and congested. The liver, spleen and 
pancreas all gave a well-marked prussian-blue reaction for iron. 
The endocrine glands were macroscopically normal. Microscopic 
examination of the organs showed the typical features of idiopathic 
haemochromatosis. 


DISCUSSION 


Although idiopathic haemochromatosis is an uncommon 
disease, Finch and Finch*® were recently able to review 787 
cases which have been reported in the last 20 years. The 
disease was found to be about 10 times more common in 
males as in females and most subjects developed their first 
symptoms between the ages of 40 and 60 years. In this group 
the presenting features were usually related to cirrhosis of 
the liver and to diabetes. In a small proportion of cases the 
disease manifested itself at a younger age and the major 
impact was often on the heart and endocrine glands. The 
prognosis was found to be variable. Although the average 
expectation of life was 4.4 years, some cases lived much 
longer, while those with cardiac complications usually 
succumbed within a year. 

It is generally agreed that the disease is the result of an 
inborn error of metabolism, which allows for an excessive 
absorption of iron from the gut. This excessive absorption 
has been demonstrated in several studies*** and it has been 
noted that the increase is especially marked in young patients 
suffering from the disease.* In quantitative terms the de- 
rangement from normal need not be a large one to account 
for the massive deposits of iron found in idiopathic haemo- 
chromatosis. This is due to the fact that the body’s ability 
to excrete iron is extremely limited, so that once iron is 
introduced into the body it tends to be retained. In an average 
daily diet there is approximately 10-15 mg. of iron. About 
10°, of this is normally absorbed and at this level iron 
balance can usually be maintained adequately. An absorp- 
tion of 20-30% (i.e. 3-5 mg. daily) is therefore enough to 
lead to the accumulation of iron in the body. Such an absorp- 
tion rate, maintained over 30-50 years, will lead eventually 
to a body content of between 20 and 60 g.’ This is of the 
magnitude found in idiopathic haemochromatosis. In females 
the situation is somewhat different since the normal loss 
of iron from the body via pregnancy, lactation and menstru- 
ation may be enough to prevent, or at least retard, the 
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development of the disease in predisposed individuals. It is 
thus possible to explain partly the much lower incidence of 
the disease in females as compared to males (1 : 10) and the 
tendency for it to manifest at a later age.” 

There seems little doubt that the pathological changes in 
idiopathic haemochromatosis are secondary to the iron 
deposits. Thus the liver, which is the chief reservoir for 
excess iron, eventually becomes cirrhotic, while the heavy 
pancreatic deposits lead to diabetes in about 80% of cases.* 
In addition the skin becomes pigmented and cardiac in- 
volvement may also occur. Endocrine damage, as manifested 
by loss of secondary sex characteristics, testicular atrophy 
and amenorrhoea, is also not uncommon. It has been sug- 
gested that these changes are due to the deposition of iron 
in the pituitary and other glands.* Although this may be the 
mechanism in some cases it is probably more frequently a 
secondary effect from the advanced liver diseass.* 

In the present case the major clinical findings were related 
to the endocrine and cardiovascular system. The initial symp- 
one of amenorrhoea occurring at the age of 23 years, Un- 
fortunately only limited endocrine function studies were 
carried out but the levels of follicle-stimulating hormone 
and 17 ketosteroids were low. These findings were certainly 
compatible with pituitary damage. Four years after the 
onset of amenorrhoea, cardiac failure developed and the 
course from then on was rapidly downhill. The cardiac 
manifestations were very similar to those previously reported. 
The feature of such cases has been the occurrence of cardiac 
failure associated in most instances with disturbances of 
rhythm. Response to digitalis is usually poor and the majority 
of patients die within a year of the onset of cardiac symptoms.' 
It seems likely that the much higher incidence of heart 
failure in the younger age-group is due to the fact that the 
disease is present in a more acute form, with iron being 
absorbed and deposited at a rapid rate. Thus the damage 
to the myocardium is dependent not only on the degree of 
iron deposition, but on the rate at which it is laid down.’ 
On this basis it is possible to explain why many older patients 
with heavy depositions of iron in the heart show no clinical 
evidence of myocardial damage. 

It has been noted previously that idiopathic haemo- 
chromatosis is uncommon in females. This is especially 
true in the younger age-groups and it has been possible to 
find only isolated reports of cases similar to the present 
one.*: *'! Three of these were siblings, each of whom 
developed amenorrhoea and cardiac failure,'' and a brother 
in the same family died from the disease at the age of 27 
years. The similarity to the present patient is striking, her 
brother also having suffered from idiopathic haemochro- 
matosis. Although most cases occur sporadically, several 
reports have appeared of more than one case occurring 
in the same family. It has also been found that about 20°, 
of patients’ relatives have serum-iron levels above normal.* 
These data suggest that the inherited bio-chemical defect 
which leads to idiopathic haemochromatosis is inherited as a 
dominant gene with incomplete penetrance.'? Such findings 
underline the importance of examining the relatives of all 
patients manifesting the disease. In the present case it is 
extremely probable that adequate therapy could have been 
given had the diagnosis been made earlier. 

In recent years a rational approach to treatment has 
tecome available. It had hitherto onl¥ been possible to 
give supportive treatment to damaged organs, e.g. insulin for 
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the diabetes. Since, however, the pathology is basically 
due to excessive iron in the body, the primary objective of 
therapy is to remove this iron.'* It has now been shown 
by several groups of workers that this can be effectively 
achieved by repeated phlebotomies and it is often possible 
to remove as much as 500 ml. per week until the iron stores 
are depleted.* On this regime iron is mobilized from stores 
to supply the increased needs of the bone marrow. Such 
therapy has caused amelioration of symptoms and it seems 
probable that it will improve the prognosis of patients with 
the disease.** Whether it will prove helpful in cases with 
cardiac complication is, however, much more doubtful. Apart 
from the present subject the authors have treated two other 
young patients by phlebotomy and in neither did it seem to 
help. The poor results might, in fact, have been anticipated, 


as the total amount of iron in the heart is small, relative to — 


that in the liver. The greater part of the mobilized iron there- 
fore probably comes from the liver and little difference is 
is made to the iron content of the heart. Nevertheless, there 
is justification for trying the effects of repeated venesections 
in patients with cardiac complications as the prognosis 
without them is so desperate. Some support for this approach 
is contained in one recent report where striking improvement 
in cardiac function occurred in a case treated by repeated 
phlebotomies.* 

Shortly before death the present patient exhibited one 
last feature worthy of comment. The serum-iron level was 
found to be 487 gamma per 100 ml. Since the total iron- 
combining capacity had previously been shown to be only 
266 gamma per 100 ml. it appears likely that a proportion 
of the iron in the plasma was circulating in a form not 
attached to beta globulin. The most probable explanation 
for this would seem to be the release of ferritin into the 
circulation from damaged liver cells. In animal studies 


S.A. TYDSKRIF VIR GENEESKUNDE 631 


ferritin has been shown to be a powerful vasodepressor 
agent'® and it may well have been the cause of the irreversible 
shock in our patient. There are only isolated reports of 
extreme hyperferraemia in idiopathic haemochromatosis.'*: *’ 
In two of these cases it was noted shortly before death, but 
a third patient remained well in spite of a serum-iron level of 
between 7,000 and 8,000 gamma per 100 ml.'? The reason 
for this discrepancy is not clear. It may, however, be possible 
that in the third case the iron compound was inactivated by 
being bound onto some plasma protein. 


SUMMARY 


A case of idiopathic haemochromatosis occurring in a 
young adult female is described. The salient clinical features 
were amenorrhoea, skin pigmentation and cardiac failure. 
Response to repeated venesections was poor and the patient 
died within a year of the onset of the cardiac symptoms. 
Of special interest was the fact that the patient’s brother 
had previously succumbed to the same disease. 


The pathogenesis of idiopathic haemochromatosis is 
briefly discussed with special reference to cardiac involvement 
and genetic aspects. 
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MEDICAL INSURANCE SOCIETIES : APPLICATION OF MEDICAL AID TARIFF 


The Executive Committee of the Cape Western Sub-Group of 
the National General Practitioners Group request publication 
of the following: 

The urgent attention of all members of the Medical Association, 
both specialists and general practitioners, is drawn to the fact 
that certain Insurance Companies who are now administering 
Medical Aid Insurance are endeavouring to undermine the basis 
on which medical aid practice is recognized by the Medical Asso- 
ciation of South Africa. 

The following notice and authorization is being issued to 
members of the Insurance Society concerned in an endeavour 
to obtain preferential rates for medical attention. The notice is 
reproduced below: 

“NOTICE AND AUTHORIZATION 

Should the specialist /doctor be prepared, in future. to charge 
fees, in your case, in accordance with those laid down in 
the Medical Association’s Tariff of Fees for Approved Medical 
Aid Societies dated 1 August 1957, we shall, on receipt of 
your written instruction, pay the proceeds of your claim 

direct to the specialist /doctor. 
I hereby instruct (name of Insurance Society) to pay the 
amount granted under this claim direct to Dr./Drs. ........ 
IID c-5.iruh ven cmnd-was oe 
Date: 


N.B. The above will be our normal procedure. There 
will, of course, be exceptions and in such cases you will be 
advised accordingly when the claim is received.’ 

Members of the Association are earnestly requested, on no 
account whatsoever to associate themselves with this practice 
for the following reasons: 

I. Medical Practitioners are urged to maintain the solidarity 
of the Medical Association. 

Il. The Insurance Societies are not recognized Medical Aid 
Societies and are therefore not entitled to preferential rates. 

Ill. The Insurance Societies accept as members people with 
incomes higher than the figure laid down as a ‘ceiling’ for Medical 
Aid Societies. 

IV. There is the real danger that medical Practitioners who 
agree to this scheme will lay themselves open to being coerced 
to accept even lower fees at some future date. 

V. The Medical Association should honour its agreement 
with approved Medical Aid Societies, which have to conform 
to certain requirements in order that the preferential tariff may 
apply to their members. 
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EDITORIAL 
PSYCHOLOGICAL ASPECTS OF HIGH-PRESSURE LIVING 


In his recent provocative article on Preventive Psychiatry: 
Is there such a thing? Carstairs reminded us of the pessi- 
mistic fantasy entitled ‘Brave New World’ which Aldous 
Huxley wrote over thirty years ago. In the synthetic, de- 
individualized society which he envisaged, all citizens were 
conditioned to share identical tastes and prejudices, and to 
live in a perpetual state of unreflective euphoria. If ever 
they were threatened with anxiety or distress, they would 
swallow a gramme of ‘Soma’ and euphoria would be restored. 

This distressing and disconcerting prophecy is becoming 
realized today, all over the Western World, to a startling 
and alarming degree. Not only do the sales of the ‘gramme 
of Soma’ in the form of tranquillizers amount to very many 
millions of pounds a year, but it has been estimated that the 
number of narcotic addicts is greatly increasing. From 1946 
to 1953, for instance, the number of narcotic offenders 
committed to city correctional institutions in the city of 
New York increased over 1,200°%. A pound of heroin 
purchased abroad for $500-$1,000 costs the addicts in 
America about $384,000 after dilution. The Federal Bureau 
of Narcotics of America has estimated that the underworld 
revenue from the sale of narcotic drugs to addicts amounts 
to $275,000,000 yearly.” 

In South Africa we have also had our ways and means of 
swallowing our ‘gramme of Soma’. Every practitioner is 
acquainted with the great ‘demand’ for numerous new 
drugs which are credited with therapeutic effectiveness 
against all mental ills. Tranquillizers are bidding fair in 
this country to displace phenobarbitone as the commonest 
drug in use. And competent observers are of the opinion 
that alcoholism and narcotic addiction are increasing rapidly.* 

Two possible explanations for this morbid need for arti- 
ficial stimulation and sedation immediately spring to mind. 
Firstly, we are living through a period of rapid and funda- 
mental socio-cultural change on a world-wide scale. On 
the one hand we have been seeing great shifts in the social, 
economic, political and cultural patterns in the community 
life of peoples on different levels of civilization. And on the 
other hand, peoples’ material discontents, as pointed out 
by Carstairs, have been sharpened by the awareness that in 
the near future it will not only be technically possible, for 
the first time on earth, to eradicate hunger and want, but 
also to exterminate the human race. 

Modern civilization, therefore, while having conquered 
many unfavourable living conditions and many diseases, 
has also been giving rise to stress diseases of a psychological 
nature for which no physical cause is apparent. These 


diseases are usually characterized by such ill-defined symp- 
toms as persistent headache, anxiety, fatigue, poor physical 
tone, sexual inadequacy, depression, lumbar pain, mis- 
carriage, etc. etc.—a veritable pandemic of psychosomatic 
disorders. 

The second possible explanation for this need for artificial 
stimulation and sedation can probably be related to the 
unparalleled high-pressure living on the professional and 
economic levels of our everyday existence—especially with 
reference to the ways and means which contemporary 
society has devised to fan the flames of competition. Pack- 
ard’s book, The Hidden Persuaders,* which was published 
recently, is a fearsome revelation of how ‘the use of mass 
psycho-analysis to guide campaigns of persuasion has 
become the basis of a multi-million dollar industry’. 

This book is a survey of the ways in which, through so- 
called ‘motivational research’, advertising men probe the 
hidden fears, doubts, hopes, desires and interests which 
can be exploited to make sales for products. It shows how 
human emotions and desires are manipulated and how a 
need for goods with which the public has been unfamiliar, 
or even undesirous of purchasing, is developed. The author 
notes a shift in the pattern of the common man’s life from 
‘inner-directedness—whereby people were governed by 
goals implanted early in life by their elders—to ‘other- 
directedness’—whereby people are governed in their be- 
haviour by the expectancy of the crowd with which they 
associate, and by the desire to appear successful. The author 
also notes that, in pursuit of its new ideal, the business 
mind is not afraid to invade the supposed inviolability of 
the family. ‘We control a man’s environment in business 
and we lose it entirely when he crosses the threshold of his 
home. Management therefore has a challenge and an obliga- 
tion deliberately to plan and create a favourable, construc- 
tive attitude on the part of the wife that will liberate her 
husband’s total energies for the job.’ 

We are therefore back where we began—in Huxley's 
‘Brave New World’—a synthetic, de-individualized society 
in which citizens are conditioned to share identical tastes 
and prejudices, and to live in a perpetual state of unreflective 
euphoria. High-pressure living on the social, political and 
economical levels, with its concomitant psychological and 
psychiatrical complications, has become the essential neurotic 
idiom of our times. 

Carstairs, G. M. (1958): J. Ment. Sci., 104, 63. 
Howe, H. S. (1955): N.Y. St. J. Med., 55, 341 
. Personal communications: Secretary A.A. and Chief Regional Health 


Officer, Cape Town 
. Packard, V. (1958): 
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VAN DIE REDAKSIE 
DE SENECTUTE 


Dat die algemene lewensverwagting van die gewone mens 
gedurende die afgelope paar dekades skerp gestyg het, is 
*n bekende en aanvaarde feit. So sé Bortz,' byvoorbeeld, 
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in sy bespreking van Die probleme van die toenemende ouder- 
dom: ,Daar is meer mense wat vandag langer leef as in 
enige ander tydvak’ en dit is skaars nodig om statistiese 
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bronne aan te haal ter stawing van die feit dat die lewens- 
verwagting van die pasgebore baba gestyg het van ongeveer 
40 jaar in 1890 tot gemiddeld 70 jaar vandag. 

In kwantitatiewe terme kan ons die gevolge van hierdie 
toestand van sake soos volg saamvat: In Groot-Brittanje 
was daar in 1950, volgens Thompson,” ongeveer 5 miljoen 
persone bokant die ouderdom van 65 jaar. Hierdie syfer 
sal volgens beraming in 1975 ongeveer 8 miljoen wees. 
In 1952 was daar in Amerika 10 miljoen persone bokant 
die ouderdom van 65 jaar en volgens Bortz' se beraming 
is hierdie syfer vandag 14 miljoen. In Suid-Afrika was daar 
in 1951, soos aangegee deur die Direkteur van Sensus en 
Statistiek, nagenoeg } miljoen persone van alle rasse en 
geslagte, wat 65 jaar of ouer was. ’n Veilige beraming sou 
dus wees dat daar vandag in ons land nagenoeg 1 miljoen 
mense is wat 65 jaar oud of ouer is. 


Daar is nou veral 3 groepe probleemtoestande wat voort- - 


vioei uit hierdie biologiese verskynsel dat meer mense langer 
leef as Ooit tevore. In die eerste instansie is daar die vraag- 
stukke van die spesifiek liggaamlike siektetoestande van 
ou mense en die veranderende patroon van die globale 
siektebeeld—byvoorbeeld die feit dat vervalsiektes nou die 
grootste bedreiging vir lewensduur vorm. Om hierdie aspek 
van die ouderdomsvraagstuk is daar gedurende die jongste 
aantal jare ’n hele geriatriese wetenskap opgebou. 

In die tweede plek is daar die vraagstuk van die psigiatriese 
ongesteldhede soos arteriosklerose en seniliteit wat meer 
by oumense voorkom omdat soveel meer mense lank genoeg 
leef om die seniliteitsperiode te bereik. In Engeland was 
daar byvoorbeeld gedurende die afgelope 2 of 3 dekades 
‘n klein beduidende toename in die aantal toelatings tot 
hospitale vir geestesversteurdes van persone oor die ouder- 
dom van 65 jaar.* In Amerika was die ooreenkomstige 
syfer baie meer opvallend. So het Pollock’ byvoorbeeld 
aangetoon dat die toelatingsyfer van gevalle van seniliteit 
in New York verdubbel het tussen 1920 en 1942, en dat 
daar ‘n viervoudige toename gedurende dieselfde periode 
was van gevalle van arteriosklerose. Veral is dit interressant 
om ook daarop te let dat dit wil voorkom asof meer en meer 
psigiatriese gevalle onder oumense voorkom wat onder 
betreklike swak en verwaarloosde omstandighede lewe— 
heeltemal afgesien van die feit dat meer bevoorregte verwante 
beter in staat is om na hul oumense te kyk.® 

In Suid-Afrika is syfers van hierdie aard nie bekend of 
betroubaar nie, omdat die meeste van ons hospitale vir 
geestesversteurdes vol was, en is, en aansoeke om toelating 
afgewys moes word. Wat ons egter wel weet, is dat daar in 
al hierdie soort hospitale in die Unie in 1956 net 777 gevalle 
van seniliteit an arteriosklerose was. As ons hierdie syfer 
sou verdubbel, of selfs verdriedubbel, om toe te laat vir 
gevalle wat nie in spesiale inrigtings toegelaat is nie, dan 
word ons getref deur die feit dat die probleem van psigiatriese 
ouderdomstoestande kwantitatief betreklik klein van omvang 
is. 

Vir die doeleinde van hierdie bespreking wil ons egter 
meer bepaald verwys na ‘n derde groep toestande wat spruit 
uit die feit dat soveel meer mense langer leef—en die kern- 
vraag in hierdie verband kan soos volg gestel word: wat is 
die maatskaplike implikasies van °n langer lewe vir die 
miljoene gesonde oumense van oor die 65 jaar, en watter 
bydrae kan die voorbehoedende medisyne maak ten opsigte 
van die behoud en bestendiging van hul geesteskrag en 
Vitaliteit tot op *n hoé ouderdom? 
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Laat ons by die maatskaplike implikasies van ’n langer 
lewensduur begin: Soos in die meeste Westerse lande het 
ons ook in Suid-Afrika ’n sterk neiging tot verstedeliking 
beleef. Volgens die jongste syfers van die Buro vir Sensus 
en Statistiek het 78° van die blanke bevolking, 77-5°, van 
die Asiatiese bevolking, 64-4°% van die Kleurlingbevolking 
en 27-1% van die Bantoebevolking in 1951 in stedelike 
gebiede gewoon. 

Maar, die stad is by uitstek die plek waar oumense dikwels 
alleen en afgesonderd moet lewe en waar hul lewens passief, 
onbestendig, onseker en vol verdriet verloop—in teen- 
stelling met die agting waarmee ’n oumens tog nog meer 
dikwels op die platteland bejeén word onder die beskerming 
van Ouere gesinspatrone.® 

Verder; ten spyte van die groot vordering wat daar in die 
medisyne gemaak is ten opsigte van die gesondheid van 
oumense in die algemeen, is daar geen noemenswaardige 
verbetering te bespeur in die maatskaplike en ekonomiese 
posisie van oumense nie. So het Dewhurst (1947)? en andere 
byvoorbeeld aangetoon dat daar gedurende die afgelope 
halfeeu in Amerika ’n skerp daling voorgekom het in die 
verhouding van ou mans wat ‘n winsgewende beroep be- 
oefen het. Daar is dus ’n toenemende neiging vir meer en 
meer werklose oumense om afhanklik te word van minder 
en minder produktiewe jong mense—'n toestand van sake 
wat tot baie ongelukkigheid lei en lig een van die mees 
verkwistende gebruike van ons tyd kan word. 

Die belangrikste aspek van die saak is egter tog nog 
miskien die feit dat so ’n groot aantal mense, wat nie voor- 
bereid is op ’n lewe van vryetydsbesteding nie, skielik net 
daarop aangewys word. En dit is eintlik hier waar die 
grootste taak van die voorbehoedende medisyne lé—'n 
taak wat deur niemand anders beter aangepak sou kon 
word nie as deur die algemene praktisyn en die gesinsgenees- 
heer—om mense te help voorberei vir ‘n gelukkige ouder- 
domsbestaan. 

Dat ’n gelukkige, vreugdevolle en bevredigende oudag 
wel moontlik is, weet ons. Mayer-Gross® herinner ons 
byvoorbeeld daaraan dat skeppende en intellektuele werkers 
betreklik min agteruitgang en ontaarding vertoon en dat 
baie van hulle die toppunt van hul prestasie eers in die dag 
van hul ouderdom bereik. En Bortz! verklaar dat ons meer 
en meer tot die besef kom dat dit moontlik is om ’n eeu 
lank of langer op ’n gesonde en energieke manier te leef 
met ’n ontvanklike senustelsel en ‘n wakkere gees. 

Die kernbeginsel in hierdie verband, wat terselfdertyd 
ook een van die basiese beginsels van die geesteshigiéne is, 
is dat daar steeds vir die ouderdom voorberei moet word en 
dat hierdie voorbereiding reeds al in die vroeére lewensjare 
moet begin. Cicero het hierdie beginsel al meer as twee- 
duisend jaar gelede geformuleer in sy opstel oor die ouder- 
dom, wat hy ’n jaar voor sy dood geskryf het, toe hy Scipio 
laat sé het: ,Ek bewonder dikwels jou volmaakte wysheid, 
O Cato. Dit kom op baie maniere tot uiting, maar nérens 
so volkome soos in die vreugdevolle manier waarop jy die 
las van jou jare dra nie.” Waarop Cato antwoord: ,Dit is 
glad nie nodig om daaroor te wonder nie. Dit is diegene 
wat geen innerlike bron van geluk het nie wat in elke stadium 
van hul lewens met ellende besoek word; maar die man wat 
sy eie heil uitwerk, is gewapen teen die aanslae van die lewe.” 

Die opvatting dat die proses van ouer word nie nood- 
wendig aftakeling van geesteskragte hoef te beteken nie, 
maar dat dit wel ook ’n skeppende en bevredigende onder- 
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vinding kan wees, berus dus op die ondervinding van sukses- 
volle beoefenaars van die lewenskuns sowel as op die uit- 
sprake van skrywers wat ‘n spesiale studie van hierdie faset 
van die voorbehoedende medisyne gemaak het. En ons 
kan nie anders nie as om met dr. Bortz' saam te stem as 
hy sé dat verlenging van die menslike lewensduur tesame 
met die voortdurende groei en ryping van mense in hul 
latere lewensjare, tog wel mag uitloop op *n meer volwasse 
en bestendige samelewing. Om ook ons deel daartoe by 
te dra, deur die gesondheid en vitaliteit van ons pasiénte 
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te bevorder, bly steeds *n waardige doel van die moderne 
medisyne. 
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COLONIC PERFORATIONS IN AMOEBEBIASIS* 


F. M. Barker, F.R.C.S., Department of Surgery, University of Natal 


Perforation of the colon is an uncommon and serious occur- 
rence in the course of acute or chronic amoebic dysentery. 
This complication has been variously estimated as occurring 
between | °; and 3 °, of cases of amoebic dysentery. Ochsner 
and de Bakey® in a large series found a 1.5°, occurrence 
while Wilmot'® noted a 1.1 °, occurrence at Durban. Although 
forming only a small percentage of the total number of cases, 
perforations account for a significant proportion of the 
deaths from amoebiasis, estimated at between 10 °¢ and 20 °, 
in different series.*: *: ' '* The figures for King Edward 
VIII Hospital, Durban, are 13°,;'° with a yearly admission 
of between 2,000 and 3,000 patients with amoebiasis the 
cases of perforation number about 20 or 30. 

Perforation associated with fulminating dysentery is 
widely regarded as almost inevitably fatal and the condition 
is usually dismissed as a terminal complication for which 
treatment is of little avail. Those authors who discuss the 
possibility of treatment recommend operative intervention 
as an urgent measure. Recent experience however has shown 
that the condition is not necessarily fatal, and that with few 
exceptions operation is not the treatment of choice. 


PATHOLOGY 


The initial lesion produced by invasion of the bowel wall 
by Entamoeba histolytica is a minute hemispherical elevation 
in the mucosa, which marks a deeper-lying patch of necrosis. 
This elevation breaks down to form a pin-head ulcer, with a 
deeper and more extensive prolongation in the submucosa. 
As the condition progresses, these ulcers become larger and 
more profuse and range in size up to several inches in dia- 
meter. In typical cases the base of the ulcer consists of the 
muscular coat of the gut, covered by grey, black or yellow 
slough, and the mucosa between the ulcers appears relatively 
normal, although adjacent ulcers may communicate tunnel- 
fashion on a deeper plane. In the vast majority of cases the 
original lesion occurs in the caecum, followed in order of 
frequency by the ascending colon, recto-sigmoid, hepatic 
flexure, splenic flexure, descending colon, and transverse 
colon. It would appear that the sites most frequently in- 
volved are those where stasis of large-bowel contents is 
normally most marked. Mild or severe secondary infection 
of these ulcers is inevitable.*:*:* Bleeding occurs as a result 
of direct destruction of vessel walls by the histolytic ferment 
produced by the amoeba. 

The untreated case may progress to chronicity, and will 


* Presented at the South African Medical Congress, Durban, 
September 1957. 


take on either a generalized or a localized development. In 
the generalized type there is gross thickening of the wall of 
the whole colon, with multiple ulcers present in various 
stages of formation, and of varying size and depth. Some 
healing of ulcers may take place, but further ulceration, 
chronic inflammation and thickening of the bowel wall 
will always occur. This type of lesion may, though rarely, 
result in unexpected perforation of the bowel, which is not 
necessarily associated with an acute episode of dysentery, 
When such a perforation occurs it is commonly extraperi- 
toneal, or walled off by previous adhesions, and leads there- 
fore to pericolic abscess formation,® but it may rupture 
directly into the general peritoneal cavity. 

The localized form of chronic amoebic enteritis, on the 
other hand, results in the formation of an amoebic granuloma 
or amoeboma. This condition usually presents as a painful 
tender abdominal mass in a patient who may or may not 
have a past history of dysentery. Macroscopically, a firm 
nodular granulomatous mass is found, with multiple small 
abscesses in the centre. There is mucosal destruction with the 
formation of a deep irregular ulcer having a typical sloughing 
base. This form of chronic amoebiasis may also proceed to 
perforation.® Warning of impending perforation is some- 
times given by an acute exacerbation of pain and local tender- 
ness at the site of the amoeboma. 

In the commoner acute form of amoebic dysentery the 
ulcerative process may be limited by the muscle layer, as 
already described, and may either heal or become chronic. 
On the other hand it may progress to an acute fulminating 
necrotizing enteritis. Necropsy of these cases shows a darkly 
coloured large bowel covered with fibrinous exudate, with 
some free fluid in the peritoneal cavity. The wall of the large 
gut is thickened, soggy and, to use Sir Leonard Rogers’ 
description, ‘of the consistency of wet blotting paper’. It is 
often possible, even with the gentlest handling, to detach a 
piece of the wall of the colon. The mucosa is studded from 
caecum to rectum with ulcers, and in some cases total de- 
nudation of the mucosa is found to have occurred. The bowel 
contains multiple black sloughs. This process often involves 
the appendix and may extend for some inches up the ileum. 
Wilmot'® quotes one fatal case in which a relatively normal- 
looking mucosa was studded with multiple ulcers set on a 
base of serous coat only. In its most advanced form this 
type of dysentery sometimes leads to massive gangrene ol 
extensive sections of the large gut, with profuse haemorrhage. 

A particularly noticeable feature of this fulminating type 
of dysentery is the frequent finding of fibrinous exudate and 
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free fluid, sometimes associated with pericolic abscesses, 
about macroscopically unperforated bowel.» > This would 
seem to indicate that migration of amoebae and secondary 
invaders occurs across a bowel wall which no longer offers 
a normal barrier to infection. Thus generalized or localized 
peritonitis sometimes occurs in fulminating amoebic dysentery 
without any frank perforation. 


CLINICAL PICTURE 


The clinical picture of acute fulminating amoebic dysentery is 
reminiscent of that of bacillary dysentery. Twenty or thirty 


stools are passed each day, consisting almost entirely of 


blood and mucus, with occasional black mucosal sloughs 
and, rarely, whole casts of large bowel mucosa. However, 
even in advanced cases, the stool may consist of watery 
exudate only with no blood or mucus.'® Abdominal pain, 
seldom observed in milder forms of amoebiasis, is constantly 


present and tenderness is of a severity found only with’ 


generalized peritonitis. In fact these patients are suffering 
from a true generalized peritonitis even before macroscopic 
perforation occurs. Rigidity, even localized, is seldom 
found, for the patient is too ill to manifest this sign. In the 
early stages the abdomen is soft and doughy, there is pro- 
gressive abdominal distension, and free intraperitoneal 
fluid may occasionally be clinically detectable. Rectal ex- 
amination reveals marked tenderness in the pouch of Douglas 
and often ulcers are palpable as granular areas low in the 
rectum. Intractable hiccup may occur, and is regarded as a 
grave prognostic sign.'° 

The toxaemia which is so marked a feature in these cases 
of fulminating dysentery is due in part to the dehydration 
and electrolyte imbalance consequent on the severe diarrhoea 
and in part to the ileus which usually occurs, even in the 
absence of frank perforation. It must be recognized that, 
although the patient continues to pass blood and mucus, a 
state of paralytic ileus exists and must be treated. 

When macroscopic perforation occurs during the course of 
fulminating amoebic dysentery the clinical picture differs 
little from that already described. The patient becomes, if 
possible, a little more ill, the abdomen more distended and 
tender, and ileus, if not already established, now becomes 
evident. Rigidity is as infrequent as it is in cases of fulmina- 
ting dysentery. The only positive signs of perforation are the 
presence of much free fluid in the peritoneum and X-ray 
evidence of free intraperitoneal gas. Clinical assessment of 
the presence of free gas in such cases is notoriously unreliable, 
and a lateral radiograph of the patient’s abdomen taken in 
bed in the supine position is necessary. This should not 
unduly disturb the patient. Despite the presence of ileus, 
stools continue to be passed with undiminished frequency. 


TREATMENT 


In considering the treatment of perforation of the amoebic 
colon a clear distinction must be drawn between the 3 types 
described above, viz. those occurring extra-peritoneally or 
into a peritoneal space already walled off by adhesions, 
giving rise to pericolic abscesses ; secondly, true intraperitoneal 
perforations of amoebic granulomata or of acute amoebic 
ulcers, these perforations not being associated with severe 
dysentery; and lastly the intraperitoneal perforations of 
bowel which occur during the course of fulminating dysentery. 

Treatment of a pericolic abscess should be initially con- 
servative if this is at all possible. This will allow time for the 
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causative amoebic process to be adequately controlled by 
emetine and for the secondary invading organisms to be 
dealt with by antibiotics. If operation is undertaken too 
early there is grave danger that the patient’s relatively quies- 
cent amoebiasis will flare into a dysentery that may be 
difficult to control. There is also a risk of the formation of 
faecal fistula, which tends to be intractable, and of the 
development of amoebiasis cutis, which even with emetine 
and broad-spectrum antibiotics is sometimes a_ terrifying 
complication. The surgeon’s hand, however, will be forced 
if the abscess enlarges rapidly while under treatment or 
threatens to rupture into the general peritoneal cavity. 
Where conservative measures are possible the approach to 
treatment is similar to that employed in the management 
of an appendix abscess—absolute bowel rest achieved by 
sedation and repeated gastric aspiration, controlled intra- 
venous therapy, and the use of emetine and intravenous 
oxytetracycline. Surgical drainage is almost invariably indi- 
cated eventually, and should be undertaken as soon as the 
amoebiasis is well controlled. 

Case 1. 

V.R., a 27-year-old African female, was admitted to the gynaeco- 
logical ward on 10 January 1957, with a diagnosis of pelvic abscess. 
Her complaint was mainly of 6 weeks’ pain in the right iliac 
fossa. E.U.A. revealed a possible early pregnancy and she was 
discharged for further observation. A few days later (on 30 
January) she was re-admitted with the same pain still present. 
Pregnancy was now confirmed by a frog test and the diagnosis 
of ectopic pregnancy, torsion of ovarian tumour, or pelvic infec- 
tion associated with pregnancy, were considered. Soon after 
admission a vague mass became palpable in the right supra- 
inguinal region. Her complaints failed to respond to a long 
course of penicillin and streptomycin. By 22 March her pain 
was much worse, and the supra-inguinal mass was much more 
evident. An adjacent inguinal swelling had also developed, and 
a diagnosis of inguinal and iliac adenitis with suppuration was 
made. The iliac abscess was drained, with immediate improve- 
ment in the patient’s general condition. Four days after operation 
her condition began again to deteriorate and on | April her 
operation wound was discharging thin pus. Two minute areas 
of skin necrosis were observed at the edge of the wound and this 
observation raised the first suspicion of amoebiasis. On close 
questioning the patient gave a history of amoebic dysentery many 
years ago, but denied any disturbance of bowel function in the 
last few years. The diagnosis was proved by the finding, in ma- 
terial aspirated from the depths of the wound, of free forms of 
E. histolytica. At no time were amoebae or cysts observed in 
pus swabs taken from the spontaneous discharge from the wound. 
A full course of emetine and tetracycline resulted in improvement. 
This was, however, extremely slow and weeks elapsed before 
recovery was sufficiently advanced to permit discharge from the 
ward. This case illustrates some of the dangers resulting from 
failure to recognize the true nature of amoebic pericolic abscesses. 

Perforation of an amoebic granuloma, or of an amoebic 
ulcer which is not associated with acute dysentery, presents 
as a sudden abdominal catastrophe. The diagnosis is seldom 
made pre-operatively, because the history and clinical 
examination do not provide sufficient evidence upon which 
to differentiate this condition from other intra-abdominal 
catastrophes; early operation must be undertaken as for any 
‘acute abdomen’. Provided the causative pathology is recog- 
nized at operation, and energetic anti-amoebic treatment 
instituted immediately, these cases respond well and have a 
prognosis no worse than perforations of the colon from other 
causes. Direct suture or exteriorization are the procedures 
of choice, depending on the site of perforation. Excessive 
mobilization of unhealthy gut is of course to be avoided, 
and unless exteriorization is technically simple, direct suture 
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with drainage is to be preferred. The condition of the bowel 
wall in this type of case is generally good and no great 
technical difficulty in suturing need be anticipated. 

The most difficult type of perforation to treat and the one 
with the poorest prognosis is that occurring during the course 
of fulminating dysentery. Most authors regard the condition 
as inevitably fatal and make no recommendations regarding 
treatment.?:*.7.5.4213 Some who do consider the possibility 
of treating the condition advise immediate operation.?: *: 1° ™ 
However, Wilmot'® and Oschner and DeBakey® are of the 
opinion that operation accomplishes nothing and merely 
makes worse the condition of a gravely ill patient. Several 
different operative procedures have been described,’ ™» 14 
each of which merits examination in the light of what is 
known of the pathology of this condition: 

1. Exteriorization of Affected Segments of Bowel. Any 
attempt at this may leave the operator with a segment of 
bowel very radically exteriorized and completely detached 
from the rest of the colon. Further, in the majority of cases, 
the widespread involvement of the large bowel would necessi- 
tate exteriorization to an extent approaching total colectomy, 
a suggestion which experience of this serious condition 
rules out. 

2. Suture of Perforations. Because of the nature of the 
bowel wall, the more attempts that are made at suturing a 
perforation, the more numerous will the perforations become. 
The gentlest attempt to pass an eyeless needle through the 
bowel wall may detach as much as a square inch of tissue. 

3. Defunctioning Ileostomy. This procedure, first recom- 
mended by Theron,'* was devised to defunction the colon, 
limit peritoneal contamination, and permit healing of the 
perforation. However, in view of the fact that ileus is in- 
variably established, if not before perforation, then at a time 
that perforation occurs, this in itself ‘defunctions’ the colon 
as well as any ileostomy; an ileostomy cannot prevent 
dissemination through the peritoneum of material already 
in the large bowel. At the stage when perforation occurs, 
no further small-bowel content is entering the colon and 
ileostomy can only result in added fluid and electrolyte loss. 

4. Simple Drainage of the Peritoneal Cavity. \t is becoming 
more commonly recognized that the insertion of a tube 
drain into the peritoneal cavity can seldom hope to keep 
empty an area of more than a few square inches around 
itself. Furthermore, necropsies performed on fatal cases of 
perforation rarely show much faecal contamination of the 
peritoneum. By the time the perforation occurs the colon 
is empty of faeces and immobile. The exudate and blood 
which it contains run away as stools with practically no 
peristaltic assistance. The additional contamination resulting 
from gross perforation into an already infected peritoneum 
consists of blood and exudate only. Drainage of these cases 
should then, logically, be applied to all cases of fulminating 
amoebic dysentery with marked tenderness and any detect- 
able quantity of free fluid, since these patients indubitably 
suffer from peritonitis. Further, to be effective, drainage 
should include complete toilet of the peritoneum, and no 
case of fulminating dysentery can be rendered fit enough to 
stand up to this procedure. 

It would seem then, that operation in this type of case is 
both useless and dangerous. The majority of patients die 
of ‘toxaemia,’ which usually means dehydration and electro- 
lyte imbalance, leading to peripheral vascular collapse. 
Toxic absorption and so called ‘septic shock’ may be in- 
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volved as contributory causes, and must be treated con- 
comitantly with the fluid and electrolyte disturbance. The 
primary aetiological agent, the amoeba, also requires treat- 
ment. The alternative method of treatment to be suggested 
is directed to the control of dehydration, shock and infection, 
and is based on the underlying pathology where the perfora- 
tion of the immobile and empty colon is only an extension 
of a process, the lethal factors of which are already in opera- 
tion. These concepts simplify the problems involved in 
treatment, but they by no means reduce the care and vigi- 
lance required to save the patient’s life. “Toxaemia’ and 
‘shock’ can be overcome by adequate fluid and electrolyte 
replacement, controlled clinically and by laboratory aids. In 
the first 24 hours 4-8 litres are required, at least half of which 
should be isotonic saline to replace the salt lost. At least 
500 ml. of blood are required daily, and more if the haemo- 
globin and haematocrit readings indicate a marked anaemia. 
The blood pressure, which is usually below 100 mm.Hg 
systolic, is a valuable indication of the response to the intra- 
venous fluids and |.-noradrenaline should be used if the 
pressure remains at this low level for some hours. Oxy- 
tetracyline must be given by means of intravenous infusion, 
and emetine should always be used except in the presence of 
myocardial disease. This is important, for emetine is still 
the most reliable amoebicide available and failure to use it 
may result, in those cases who survive the acute episode, 
in a true chronic amoebic peritonitis.'® Ileus is treated by 
sedation and by effective gastric or upper intestinal aspira- 
tion. 

Where these measures have been fully applied there have 
been gratifying recoveries of patients who otherwise, it is 
believed, would have died. 


Case 2. 


J.M., an African male of 36 years, was admitted on 22 November 
1955, with a 6-day history of diarrhoea and blood and mucus in 
the stools. He had about 10 stools per 24 hours at the time of 
admission. His abdomen was noted at this time to be vaguely 
tender. By 24 November he was extremely ill, and his abdomen 
was distended and markedly tender. A provisional diagnosis of 
colonic ‘leak’ was made, but fluids were still administered freely 
by mouth throughout this day. By the following day he was 
severely shocked, and at 4.00 p.m. an infusion of intravenous 
glucose in distilled water was started. He died 6 hours later, 
and post-mortem revealed multiple ulcers of the colon with 
areas of necrosis of the gut wall. In the light of the post-mortem 
findings, it would appear that little could have been accomplished 
by surgery. It is specifically in this type of case that intensive 
therapy to counteract dehydration and toxaemia, together with 
anti-amoebic treatment are indicated. 


Case 3. 


G.T., an African male of 45 years, was admitted on 4 January 
1955. He had had two previous attacks of dysentery, one in 
January 1954, and a second in July 1954, both treated with full 
courses of emetine, and both having responded well to this treat- 
ment. His present attack had lasted 7 weeks at the time of ad- 
mission. The day after admission his condition deteriorated 
and signs of generalized peritonitis were obvious. There was 
clinical evidence of free gas in the peritoneum. Gastric aspiration 
and intravenous therapy with electrolyte solution and tetracycline 
were instituted. By 10 January he was sufficiently well for fluids 
to be given by mouth. These were not well tolerated, and on the 
following day gastric aspiration was again used, with good effect. 
By 20 January he was relatively well and all therapy was dis- 
continued. However, on 25 January his condition again de- 
teriorated and a small abscess became evident in the right flank. 
This was aspirated and a small quantity of malodorous pus ac- 
companied by gas was evacuated. By 7 February he became very 
debilitated, and his abscess was re-aspirated, with findings similar 
to those obtained at the first aspiration. Despite blood trans- 
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fusions and further intravenous tetracycline, he died on 14 Febru- 
ary. Permission for necropsy was not obtained. 


The cause of this patient’s death, occurring some weeks 
after he had been successfully tided over an acute intra- 
peritoneal perforation of fulminating amoebic dysentery 
appears to have been the presence of one or more pericolic 
abscesses resulting from his earlier bowel perforation. 
Although surgical drainaye of his abscesses may have been 
indicated once the acute phase of peritonitis was safely 
passed, and may have altered the outcome, this case illus- 
trates that a fatal termination may occur many days or weeks 
after successful treatment of the acute phase of perforation. 
It is imperative that amoebic perforations of the bowel 
should be treated by physicians and surgeons in full collabora- 
tion, for the condition cannot be regarded as either entirely 
‘medical’ or entirely ‘surgical’. 

Case 4. 

P.M., an African male aged 14 years, was admitted on 18 
July 1955. He had suffered for the past 4 weeks from diarrhoea with 
frequert stools containing blood and mucus. On admission, 
his general condition was good and his abdomen was recorded 
as being diffusely tender, though soft. Rectal examination re- 
vealed some tenderness in the recto-vesical pouch. A course of 
emetine was started forthwith. On 23 July he complained of 
increasingly severe abdominal pain, and on examination was 
found to be severely shocked, with a fast feeble pulse and a tem- 
perature of 101-5° F. His abdomen was extremely tender and 
guarded, with release tenderness, and absent liver-dullness to 
percussion. There were no bowel sounds present. X-ray of the 
abdomen revealed the presence of free gas in the peritoneal cavity, 
and of fluid levels in the small bowel. Gastric aspiration and 
intensive intravenous fluid and antibiotic (oxytetracyline) therapy 
were Started immediately. The patient’s response, though slow, 
was Satisfactory, and by 30 July he was considered to be out of 
danger. However, on 2 August his temperature again rose, and 
it continued to ‘spike’ until, on 9 August, a pelvic abscess became 
evident. In view of the amoebic basis of his condition, operation 
was delayed, and the patient’s condition was carefully watched. 
His temperature gradually settled on conservative measures, 
and his abscess became progressively smaller. He was discharged 
from hospital as cured on 31 August 1955. 


STATISTICAL 


During the period | January, 1955, to 31 July, 1956, approxi- 
mately 3,000 cases of amoebic dysentery were admitted to 
King Edward VIII Hospital. These were exclusive of those 
classified under ‘amoebiasis’ (i.e. hepatitis, asymptomatic 
cyst-passing, and other non-dysenteric complications). Of 
these cases of amoebic dysentery, a random selection has 
been made of 1,000 cases which have been reviewed in some 
detail, with particular reference to the complication of 
perforation of the bowel. More than half the patients (534 
cases) were noted to have abdominal tenderness when first 
examined, or to develop this sign during the course of treat- 
ment. Those with only moderate tenderness were usually 
not very ill, while those whose tenderness was recorded as 


TABLE I. CASES WITH ABDOMINAL TENDERNESS 
Moderate Tenderness as - «os 433 43-3 
Severe Tenderness .. - wd oe 82 8-2 
Perforation of Bowel ea aa ne 19 1-9 

Proved .. ge ad 3 

Clinically diagnosed wi _ 16 

Total fe ca a i 534 


‘acute’ or ‘severe’ or ‘with guarding and rigidity’ had in 
general, dysentery of a more fulminating type. Exceptions 
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were found in cases of elderly patients or babies dying from 
amoebic dysentery without or with only slight abdominal 
tenderness. In addition to the cases showing tenderness 
there were cases classified as perforations, the diagnosis 
being most often made clinically on the basis of severe shock, 
ileus, marked abdominal tenderness and the presence of 
free fluid and gas in the peritoneal cavity. In only 3 case 
was the diagnosis of perforation proved beyond doubt by 
X-ray or necropsy. The numbers of these cases are shown in 
Table I. 

There were in all 74 deaths, a mortality of 7.4°%, the 
immediate causes of which are set out in Table II. Permission 
for necropsy was not often obtained, which accounts for the 
large number classified as ‘exact cause unknown’. Not all 
of the other cases dying of ‘known causes’ were proved at 
necropsy, but they are included in their respective categories 
if the clinical findings were definite enough for a diagnosis 
to be made. Of the 74 deaths 14 cases (19.2°%) were found to 
be due to perforation of the colon, the true figure probably 


TABLE Il. IMMEDIATE CAUSES OF DEATH 


- 


Acute stage of Perforation .. | 

Chronic Peritonitis following Perforation. . 

Intestinal Haemorrhage ad 

Massive Necrosis of Bowel (all proved at 
necropsy) .. 

Other causes (Pneumonia, Cardiac ‘failure, 
etc.) a ee a us i 


_ 
enn 
wow 


8 

18-8 
being higher, as the ‘unknown causes’ would be expected to 
have included some perforations. Of the 6 cases in which 
death took place from massive necrosis of the large bowel, 
only one presented clinically as a case of perforation, all 
the others being recorded as presenting only moderate to 
severe abdominal tenderness. The one case presenting 
clinically as a perforation has not been included in any 
table among cases of perforation. 

Those 14 cases which died as a result of perforation are 
classified in Table III. Those who received no intravenous 
therapy died almost on admission, and no time was available 
for resuscitation. Of those classified as receiving ‘some 
intravenous therapy’ some died too soon after admission 
to permit of adequate treatment, but in many cases the full 


— an wnNunN 


TABLE Ill. DEATHS ACCORDING TO INTRAVENOUS THERAPY 
Received no intravenous therapy -" a oe 2 
Received some intravenous therapy ; - 8 
Received full routine of therapy as described earlier .. 4 


range and possibilities of available therapy (e.g. blood 
transfusion and intravenous oxytetracyline) were not for 
some reason used. Of those 4 cases who received what is 
considered to be the full routine of therapy for this type 
of case and who nevertheless died, 2 died without recovering 
from the acute phase of shock associated with perforation, 
and 2 died of chronic peritonitis after having recovered from 
the acute episode — one dying 4 weeks and one 5 weeks 
after perforation. 

Of the 19 cases of perforation encountered in this survey, 
14 died as already indicated, and 5 recovered after intensive 
conservative treatment. Of these 5, 2 were proved by X-ray 
to have perforated. The remainder were clinical diagnoses 
only. This represents a recovery rate of 26%, a figure that 
can certainly in our experience be further improved. A patient 
who is not moribund on admission and who survives up to 
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24 hours should have considerably more than a 26°, chance 
of recovery, this latter figure being the survival rate in this 
series for all cases of perforation. 

This serves to indicate that the prognosis of this complica- 
tion, in the absence of massive and frank gangrene of the 
bowel, is not as gloomy as has hitherto been believed, and 
that intensive and energetic fluid replacement with broad- 
spectrum antibiotics and emetine is the treatment of choice 
in preference to surgical interference. 

SUMMARY 
The pathology of intestinal amoebiasis is briefly surveyed 
with particular reference to the changes preceeding and 
accompanying peritonitis and perforation. 

The signs and symptoms of these complicatiors are dis- 
cussed and emphasis is laid on the pathology, clinical presen- 
tation and treatment of perforation occuring with fulminating 
dysentery, as against that occurring with quiescent or chronic 
dysentery, or amoeboma. 

The significance of pericolic abscess is also discussed, 
together with the approach to treatment of this complication; 
its underlying pathology should be recognized and anti- 
amoebic treatment instituted in good time. 

The views of different authors on the treatment of perfora- 
tion and our conclusions based on some 2,000 cases annually 
of amoebic dysentery are presented. 

A random selection of 1,000 cases of amoebic dysentery, 
encountered in 18 months, has been reviewed and typical 
case reports are also presented. 

It is argued that operative treatment has rarely, if ever, 
any place in the management of colonic perforations occurring 
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during the course of fulminating amoebic dysentery. Empha- 
sis is laid on the possibility of saving a greater number of 
these cases by means of treatment with intravenous fluid 
and electrolyte therapy, blood replacement and antibiotic 
and anti-amoebic therapy. This form of treatment, to achieve 
success, demands great care and attention to detail. 

Bowel perforations due to amoebiasis but not associated 
with fulminating dysentery should, like bowel perforations 
due to any other causes, be treated by operation. The presence 
of amoebiasis introduces special risks and complications, 
the possibility of which must be recognized. They can be 
forestalled by adequate anti-amoebic treatment. 

I wish to thank Prof. A. E. Kark, F.R.C.S., for his help and 
encouragement in the preparation of this paper. My thanks are 
also due to Dr. S. Disler, Medical Superintendent, King Edward 
VIII Hospital, for permission to publish case reports and analyses 
of hospital records. : 
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OOR DIE DIAGNOSTIESE EN PROGNOSTIESE WAARDE VAN DIE VAGINAAL- 
UITSTRYK BY STEURNISSE IN SWANGERSKAP 
P. BoorsmMaA, M.B., Ch.B. (KAAP), M.D. (GRoN.) * 


Voorheen Assistent Universiteits-Vrouwenkliniek, Groningen en Kliniese Assistent, Afdeling Ginekologie en Verloskunde, 
Universiteit, Pretoria 


Uit die literatuur blyk dit dat sitologiese ondersoek van 
nut kan wees by die diagnose van swangerskap-steurnisse. 
Ongelukkig is deur die verskillende navorsers op hierdie 
gebied van °n verskeidenheid van kriteria gebruik gemaak 
om hulle vaginaaluitstryk-preparate te beoordeel. Hierdeur 
het heelwat verwarring ontstaan en is vergelykings van 
resultate aansienlik bemoeilik. 

In breé trekke kan die skrywers oor hierdie onderwerp 
verdeel word in 2 groepe, nl. dié wat slegs gebruik gemaak 
het van morfologiese aspekte vir diagnostiese en prognostiese 
doeleindes, en dié wat gebruik gemaak het van kwantitatiewe 
maatstawe gebaseer op differensiéle seltellings. 

Onder die Iste groep moet melding gemaak word van die 
werk van Fletcher! wat in ’n volledige beskrywing van die 
sitologiese bevindings in onvolledige miskraam aandag 
gevestig het op die aanwesigheid van parabasaal- en 
basaalselle in die uitstrykpreparate van hierdie gevalle 
met verminderde opperviakteselle, groot hoeveelhede rooi- 
bloedselle en afwisselende hoeveelhede wit-bloedselle met 
duidelike fagositiese eienskappe. 

Papanicolaou en Traut® sowel as Papanicolaou* het 


*Now of Johannesburg 


parabasaal- en basaalselle nie met dieselfde reélmatigheid as 
Fletcher in hul preparate van volledige en onvolledige 
miskraam waargeneem nie. Lg. skrywers beskou as belangrike 
sitologiese veranderings by abortus vermeerderde eosinofiele 
selle, vermeerderde kernpiknose, aanwesigheid van bloed en 
slym, vermeerderde wit-bloedselle in groepies wat met histio- 
siete toenemende fagositiese eienskappe toon, epiteelselle 
wat korreltjies bloedpigment bevat, terwyl by onvolledige 
abortus amnionselle of veranderde selle uit die Langerhans- 
laag aangetref word. 

Gebaseer op verskille in uitstryktipe, die aanwesigheid 
van tipiese swangerskapselle, s.g. ,abortion cells,’ dieper-laag- 
selle, rooi-bloedselle, wit-bloedselle, histiosiete, bakterié, 
slym en detritus, het Benson en Traut* onderskei tussen 
uitstryke van gevalle van normale swangerskap, dreigende 
miskraam, volledige miskraam, onvolledige miskraam, 
extra-uterine swangerskap, onuitgedrewe abortus’ en 
sekondére amenorrhoea. Roth® het gebruik gemaak van die 
teenwoordigheid van rooi-bloedselle, wit-bloedselle, histio- 
siete, slym, parabasaalselle en van die mate van eosinofielie 
om te onderskei tussen dreigende, onvermydelike en on- 
volledige abortus. Deur Rogers c.s.* is gebruik gemaak van 








21 J 


soort 
prog! 

Le 
die a 
skaps 
uitge 





Sm oR hh ON Se 





958 


Dha- 
r of 
fluid 
i0tic 
lieve 


ated 
‘ions 
ence 
ions, 


n be 


» and 
S$ are 
ward 
ilyses 


Balti- 


7 
»yndon 
ropical 


yndon 


Amer., 


ondon 
ropical 


Bantu 


ide, 


2id as 
ledige 
igrike 
ofiele 
ed en 
1istio- 
elselle 
ledige 
‘hans- 


igheid 
-laag- 
kterié, 
tussen 
igende 
raam, 
S en 
an die 
histio- 
ofielie 
n on- 
ik van 





21 Junie 1958 S.A. TYDSKRIF 
soortgelyke kriteria om gevalle van abortus ten opsigte van 
prognose te onderskei. 

Lemberg en Stamm’ het hulle preparate beoordeel volgens 
die aanwesigheid van s.g. positiewe en negatiewe swanger- 
skapsfaktore. Positiewe swangerskapsfaktore het behels 
uitgesproke saamklonting, oorheersing van navikulére selle, 


f sk te 
* arts bi 


® > wa é latedsS. ha 


Fig. 1. Dreigende miskraam (pyn en bloedverlies met uiteindelike gunstige verloop). 
goedgekleurde sitoplasma en duidelike selrande—skoon preparaat soos in normale swangerskap. 
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goeie kleurbaarheid van sitoplasma. Negatiewe swangerskaps- 
faktore was slegte kleurbaarheid van sitoplasma, onduidelike 
selrande, teenwoordigheid van slym, vermeerderde wit- 
bloedselle, fibrineuse eksudaat en rooi-bloedselle. Hier- 
volgens het hulle sekere prognostiese aanwysings gekry. 
Alhoewel Pierce en Cope* en Pierce* in sy onlangse publi- 





= 


Goeie saamklonting van selle met 
Regressiefaktor 0. 


Fig. 2. Onvermydelike abortus; 18 weke swanger—miskraam na I week. Regressiefaktor 5. 


Fig. 3. Onvolledige abortus. Min navikulére selle, groot 


bloedseile en wit-bloedselle. Regressiefaktor 6. 


getalle oppervlakte-selle, basaal- en parabasaalselle, rooi- 


Fig. 4. Onvolledige abortus—toon duidelik die klompies fagositére wit-bloedselle (rosette). 

Fig. 5. Vaginaalsmeer 6 dae voor geboorte van gemasereerde foetus. Regressiefaktor 5. Groot hoeveelhede parabasaalselle. 
Fig. 6. Dreigende vroeggeboorte (2 dae voor geboorte van premature kind). Regressiefaktor 5 

Fig. 7. Vaginaalsmeer by geval van gedeeltelike loslating van die placenta by 28 weke, 24 uur voor kraam. 

Fig. 8. Onvolledige abortus, groot hoeveelhede oppervlakteselle met piknotiese kerne. Die sitoplasma van sommige bevat 


bloedpigment. 


Fig.9. Vaginaaluitstryk by ‘n geval van onuitgedrewe abortus. 


gckleurde sitoplasma). 


Regressiefaktor 3 (wit-bloedselle, onduidelike selrande, swak- 
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BESPREKING 


Gegewens uit beide tabelle toon dat in dreigende abortus 
met uiteindelike gunstige verloop die eosinofiele indeks 
selde bo 20 en nooit bo 50 was nie, terwyl dieselfde grense 
vir die piknotiese indeks gegeld het in hierdie gevalle. Die 
kolpositologiese indeks was in hierdie groep selde hoér as 
0.5 en was in 75% van gevalle minder as 0.2. Wat die regressie- 
faktor betref blyk dit dat 79°, van die gevalle van dreigende 
abortus met gunstige prognose °n regressiefaktor van minder 
as 3 gehad het. Parabasaalselle is in voldoende getalle in 
slegs 2 van die preparate in hierdie groep gevind, terwyl 
fagositére wit-bloedselle (rosette) slegs in een geval voor- 
gekom het. Geen van die ander elemente in Tabel I getabuleer 
het in hierdie groep preparate voorgekom nie. 

Van die groep wat uiteindelik onvermydelike abortusse 
geblyk het, het ewe veel eosinofiele indices bo as onder 20 
gehad en ongeveer ewe veel het piknotiese indices bo as 
onder 20 gehad. ’n Kolpositologiese indeks van meer as 0.5 
is in 30 uit die 42 gevalle in hierdie groep gevind. ’n Regressie- 
faktor van meer as 2 is in 35 van hierdie 42 gevalle (83°) 
gevind. Rooi-bloedselle, parabasaleselle, fagositiese wit- 
bloedselle, en histiosiete is in meer gevalle as by die vorige 
groep gevind alhoewel tog nie so reélmatig nie. 

By die onvolledige abortusse het 65% ’n eosinofiele indeks 
van meer as 20 gehad en 60°, ’n piknotiese indeks van meer 
as 20. D’e kolpositologiese indeks was hier in 70°% van gevalle 
meer as 0.5, terwyl die regressiefaktor in 95°% meer as 2 was. 
Rooi-bloedselle, parabasaalselle, basaalselle, fagositiese wit- 
bloedselle en histiosiete is in hierdie groep betreklik dikwels 
aangetref. By onuitgedrewe abortus het slegs 25°% ’n eosino- 
fiele indeks van meer as 20 gehad, 42% ’n piknotiese indeks 
van meer as 20, 42° ’n kolpositologiese indeks van meer as 
0.5, maar 100% ’n regressiefaktor van meer as 2. Weinig 
van die elemente in Tabel I genoem, is in hierdie groep 
gevind. Die getalle in hierdie lg. groep was te klein om enige 
gevolgtrekkings daaruit te maak. 

By dreigende premature kraam met uiteindelike gunstige 
verloop, was slegs 3 uit 22 gevalle met ’n eosinofiele indeks 
van meer as 20, geen geval met ’n piknotiese indeks van meer 
as 20 en slegs 2 met ’n kolpositologiese indeks van meer as 
0.2. Vier uit 22 gevalle (13.7%) het ’n regressiefaktor van 
meer as 2 gehad. Die elemente in Tabel I genoem het in 
hierdie groep prakties nie voorgekom nie. By gevalle van 
premature kraam het 8 uit 27 ’n eosinofiele indeks van meer 
as 20 gehad, slegs 4 uit 27 ’n piknotiese indeks van meer as 
20, 16 uit 27 ’n kolpositologiese indeks van meer as 0.2 en 
22 uit 27 (81°%) °n regressiefaktor van meer as 2. By hierdie 
groep het die elemente van Tabel I meer dikwels voorgekom 
as by die vorige groep, maar oor die algemeen tog selde. 

By 32 gevalle van intra-uterine-vrugdood het slegs een 
*n eosinofiele indeks van meer as 20 gehad, geen geval ’n 
piknotiese indeks van meer as 20 nie, slegs 7 ’n kolpositolo- 
giese indeks van meer as 0-2, terwyl 26 (81°%) ’n regressie- 
faktor van meer as 2 gehad het. Behalwe vir parabasaal- 
selle wat in 4 gevalle gevind is, is geen van die ander elemen- 
te in hierdie groep aangetref nie. 

Wanneer die relatiewe prognostiese waarde van die ver- 
skillende kriteria vergelyk word, is dit duidelik dat die re- 
gressiefaktor die mees betroubare indeks geblyk het. Die 
kolpositologiese indeks skyn meer betroubaar as die eosino- 
fiele en piknotiese indices te wees maar al drie hierdie indices 
skyn van min waarde te wees tensy verhoog. Veranderings 
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in lg. indices in ‘n reeks van preparate van dieselfde pasiént 
gee egter ‘n goeie aanduiding van die toekomstige verloop, 
of van die effek van geneesmiddels. 

Dit word aan die hand gegee dat alhoewel die regressie- 
faktor die enigste redelike betroubare indeks skyn te wees 
by die beoordeling van uitstrykpreparate in swangerskap, 
die ander genoemde indices sowel as ’n volledige morfologiese 
ondersoek gebruik moet word om die diagnose te staaf. 

Uit Tabel I blyk dit dat alhoewel die aanwesigheid van 
rooi-bloedselle, parabasaalselle, basale selle, fagositiese wit- 
bloedselle, histiosiete, choriale elemente en fetale selle ‘n 
aanduiding van die aard van die toestand mag gee, hierdie 
elemente nie met voldoende reélmatigheid in die preparate 
voorkom om van groot diagnostiese waarde te wees nie. 
Dit skyn dat die aanwesigheid van hierdie elemente in enige 
uitstrykpreparaat op ’n swak prognose dui. 

Die beoordeling van uitstrykpreparate het van waarde 
geblyk om gevalle van dreigende abortus met uiteindelike 
gunstige verloop te onderskei van gevalle van onvermydelike 
of onvolledige abortus. In ’n aantal gevalle van dreigende 
abortus waarby ‘n reeks uitstrykpreparate gemaak is, het 
geblyk dat vooruitgang beoordeel kon word volgens ver- 
betering of agteruitgang van die smeeraspek. Dit het in die 
meeste gevalle onmoontlik geblyk om te onderskei tussen 
onvermydelike en onvolledige abortus alhoewel in lg. gevalle 
fagositiese wit-bloedselle en histiosiete meer dikwels voor- 
kom. Gelukkig is dit van min praktiese belang om tussen 
onvermydelike en onvolledige abortus te onderskei. 

Dit was ook moontlik om deur middel van die uitstryk- 
preparate tussen dreigende premature kraam met gunstige 
en ongunstige verloop te onderskei. 

Onuitgedrewe abortus en intra-uterine-vrugdood ko albei 
maklik van ongestoorde swangerskap onderskei word. 


OPSOMMING 


Deur by 202 gevalle van gesteurde swangerskap kolpositolo- 
giese bevindings op sitogramme te noteer, was dit moontlik 
om die diagnostiese en prognostiese waarde van hierdie 
metode van ondersoek na te gaan en ook om die verskillende 
maniere van beoordeling van vaginaalsmere by hierdie soort 
gevalle te vergelyk. 

Differensiéle seltellings is uitgevoer en die eosinofiele, 
karyopiknotiese en kolpositologiese indices is bepaal; ’n 
algemene morfologiese indruk is verkry en die regressie- 
faktor is in elke geval bepaal. 

Die ondersoek het van waarde geblyk om gevalle van 
dreigende abortus met gunstige prognose te onderskei van 
gevalle van onvermydelike of van onvolledige abortus; lg. 
twee vorms kon moeilik onderskei word. 

By dreigende vroeggeboorte kon ’n duidelike prognostiese 
waarde waargeneem word. Onuitgedrewe abortus en intra- 
uterine-vrugdood kon maklik van ongestoorde swangerskap 
onderskei word. Die regressiefaktor het die mees betroubare 
indeks geblyk; die ander genoemde indices, alhoewel van 
min waarde afsonderlik, het wel waardevolle bykomstige 
inligting verskaf. 
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ALCOHOLISM AS A 


BriimMMer, M.A., Pu.D., Under-Secre 


Alcoholism is no new development in South Africa but it is only 
during the last 5 years that the public generally has become aware 
of it as a national problem and that a need has been felt for a 
planned campaign on the part of the State and private initiative 
for its prevention and treatment. 

The nature and extent of alcoholism in the Union is not known. 
Estimates have been made that there are variously 60,000, 75,000 
and even 90,000 alcoholics in the community, but in the absence 
of facts, these guesses should be approached with considerable 
caution. What is needed is a research undertaking on a national 
scale to determine the extent of alcoholism amongst our various 
social groups, the forms it takes and its effects upon personal and 
family life, economic efficiency, and social and moral adjustment. 

IN EUROPE 
On an official visit to Europe during 1956 I took the opportunity 
of looking into the question of alcoholism from a social-welfare 
point of view. Not being a medical man, the effectiveness of 
purely medical measures, for the treatment of alcoholism entered 
into my study only incidentally and I do not intend to comment 
on this aspect of the matter. 

It is generally agreed that the normal consumption of alcoholic 
beverages serves a useful social purpose and is closely associated 
with many of the mores of society. The incidence of alcoholism, 
while it stands in some relation to the total amount of alcoholic 
beverages consumed by a community at large, is affected by 
other social factors as well. So, for instance, | am informed that, 
despite a high wine consumption in Italy, the incidence of drunken- 
ness is relatively low. This is ascribed to the fact that Italians 
drink mostly during meals. 

Heavy taxation on liquor and the relatively high cost of living 
generally, the existence of counter-attractions such as cigarette 
smoking, television and attendance at sports meetings are said 
to be major factors in restricting excessive drinking in England. 
Furthermore the Englishman is a beer drinker and the alcoholic 
content of his beer is low. 

In many overseas countries alcoholism is looked upon as a 
major national problem demanding the attention on a broad 
basis of the State, the Church and private welfare organizations. 
The programmes include the control of the manufacture and 
distribution of alcoholic beverages, the education of the public 
in the dangers of excessive drinking, and the treatment of alco- 
holics within the community as well as their removal to institu- 
tional care. 

Restrictive Measures. In Sweden and Switzerland the distribu- 
tion of spirits is virtually a State monopoly. In both these countries 
the aim of State policy is to eliminate the profit motive from the 
sale of strong drink. In Sweden an attempt was made to restrict 
liquor consumption by means of a rationing system, but this 
scheme was discontinued during 1955 in view of the involved 
and costly administrative machinery that it entailed. Considerable 
doubt was also expressed in regard to its effectiveness as a socially 
constructive measure. 

Restrictive measures are obviously easier to apply in countries 
which are dependent upon imports for their liquor. In wine- 
growing countries, on the other hand, undue restrictions on 
normal consumption may not carry the support of the public 
and may lead more easily to abuse. 

Education. A great deal of attention is given, particularly 
in Sweden, to the education of the public in the dangers of ex- 
cessive drinking. Considerable emphasis is placed upon this 
aspect of the programme as a long-term measure aimed at creating 
a healthy public opinion. 

*A paper read at a conference of the Union Health Department with full- 


time medical officers of health called by the Secretary for Health, Pretoria, 14-16 
October 1957. Published by permission of the Secretary for Health. 
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SOCIAL PROBLEM * 


-tary for the Department of Social Welfare 


In Sweden courses on the use and effects of alcoholic beverages 
are compulsory school subjects. Compulsory instruction on the 
dangers of intemperance is also provided in the army and to all 
applicants for motor drivers’ licences. Lectures, films, radio 
talks and pamphlets are systematically employed to spread tem- 
perance propaganda and to enlighten doctors, social workers, 
clergy, employers of labour, the wives of alcoholics and alcoholics 
themselves regarding the symptoms of alcoholism and the steps 
that should be taken to rehabilitate the alcoholic. 

Voluntary Organizations. 1 cannot pass over these preventive 
measures without reference to the many voluntary organizations 
existing in Holland, Switzerland. Germany and Sweden which 
concern themselves with the prevention of alcoholism. In Switzer- 
land, for instance, there is a society to encourage the consumption 
of non-alcoholic fruit drinks, a society of social workers who 
deal with alcoholics, and a fund for recreation centres and restau- 
rants where no strong drink is served. There is, amongst others, 
a society of medical practitioners who are abstainers. 

Treatment 

As regards the care of alcoholics, the general aim is to provide 
treatment at as early a stage of the development of the condition 
as possible, secondly to keep the alcoholic in the community 
rather than to institutionalize him, and thirdly to obtain his 
cooperation on a voluntary basis. 

Ontario. An example of a service of this kind is that of the 
Alcoholism Research Foundation which operates on a State 
grant in Ontario, Canada. The Foundation relies upon its pub- 
licity campaign and informational service to obtain the voluntary 
cooperation of alcoholics. Use is made of the General Hospital, 
where acute conditions receive hospital treatment for a few days. 
The Foundation has, however, its own nursing home and out- 
patient clinic for medical care. 

Treatment includes medical and psychiatric care and social 
case-work studies of each individual case with a view to ascer- 
taining the social and personal factors underlying the patient's 
recourse to excessive drinking. Social work, with the patient 
and his family in close collaboration with welfare organizations, 
forms the basis of the rehabilitation programme. Considerable 
success is claimed with voluntary patients, but the Foundation 
states that not more than 7° of alcoholics are prepared to subject 
themselves voluntarily to the discipline of the clinic. 

Amsterdam. A similar State-subsidized clinic, known as the 
Consultation Bureau for Alcoholism, is to be found in Amsterdam 
in Holland, under the direction of Mr. H. J. Krauweel, a world- 
renowned social worker who has specialized in the social treat- 
ment of alcoholics. Here the emphasis is also laid on social diag- 
nosis and treatment by social workers whose rehabilitation pro- 
gramme is carried out in the home and the community. The 
part-time services of doctors and psychiatrists are at the dis- 
posal of the Bureau and use is made of the group-therapy method 
under the direction of the psychiatrist. 

The majority of the Bureau’s patients are referred to it by the 
courts in Amsterdam, which impose postponed or suspended 
sentences in suitable cases on condition that the offender attends 
the Bureau for treatment. The patient therefore undergoes treat- 
ment under compulsion and any lack of cooperation on his part 
may be reported back to the court of referral. 

In Sweden \ocal authorities are responsible for the clinical 
treatment of alcoholics, who are referred to them by local authority 
boards, which have considerable powers to place alcoholics under 
supervision without recourse to a court of law. Weekly visits 
to the clinics are compulsory. Here the patients are seen by the 
psychiatrist and antabuse is supplied and vitamin injections 
given in suitable cases. Treatment also includes social super- 
vision in the home and community. : 

Voluntary Measures versus Compulsion. \t is interesting to 
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note that in Canada, where voluntary treatment is the order 
of the day, the need for compulsory measures to deal with the 
non-cooperative alcoholic is felt, while in Sweden the opinion 
is expressed that the best results can be obtained with voluntary 
patients and that Sweden has possibly concentrated too exclu- 
sively on compulsory measures. 

Hostels. Removal of the alcoholic from the community is 
looked upon generally as a last resort. A middle way is provided 
by hostels in Sweden, where an alcoholic may be required to 
live while continuing his employment during working hours. 
One of these hostels, near Upsala, is situated in an outlying suburb. 
Accommodation is provided for 10 residents in a fairly large 
double-storey home standing in its own grounds. The Super- 
intendent has no particular qualifications apart from a know- 
ledge of woodwork and home crafts while his wife is a nurse. 
Treatment consists of the control and supervision which is exer- 
cised over the residents, and what one may term occupational 
therapy. The privilege of receiving the wife and family at the 
hostel and of spending a week-end at home is accorded residents 
who prove amenable to this type of care. 

Resident Institutions. Full-blown institutions for the long-term 
rehabilitation of alcoholics in Europe are very similar to our 
work colonies in South Africa. One of the best known of these 
is the Heilstatte Nuchtern fiir Alcoholkranke, 6 miles from Bern 
in Switzerland. Here, too, the main emphasis is laid upon social 
treatment, good food, open-air occupation, education and religious 
influences. The institution is relatively small, having accommoda- 
tion for a maximum of 60 inmates. Since it serves the Canton 
of Bern, it is not far removed from the homes of the inmates and 
this makes it possible for the institution staff to keep in close 
contact with the inmate’s family while he is in residence and after 
his discharge on licence. 

Alcoholics Anonymous. The organization known as Alcoholics 
Anonymous, which consists of alcoholics who maintain complete 
abstinence, is very active in all the countries I visited. It serves 
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alcoholics who recognize their condition, are desirous of re- 
establishing themselves, and realize that they are powerless to 
overcome their compulsion without the help of a Higher Hand. 

The basis of the organization’s methods may be rather inade- 
quately described as personal encouragement, example, fellowship 
and mutual responsibility. The movement has considerable 
success to its credit with alcoholics who are prepared to adopt 
its principles, and many of the State and private clinics and in- 
stitutions which deal with alcoholics cooperate very closely with 
Alcoholics Anonymous. 


IN SOUTH AFRICA 


In South Africa very considerable strides have recently been made 
in providing for the treatment of the alcoholic. Work colonies 
and State retreats have been established for men and women 
under the auspices of the Department of Social Welfare. In 
addition subsidy is paid to the National Council for Alcoholism, 
as well as to certified retreats and other treatment centres ad- 
ministered by private organizations. Important experiments 
are also being conducted by the church, industrialists, local 
authorities and specialized agencies, such as the A.A., in dealing 
with the alcoholic in the community. 

I am of opinion that one of the principles which should guide 
our future programme should be the full cooperation of all who 
concern themselves with this work, whether their approach is 
that of the doctor, the clergy, the State or the social worker. 
While compulsory treatment and reception in institutions will 
inevitably play an important role, special attention must be given 
to voluntary treatment in the community itself. Furthermore, 
we need to know more about the facts of alcoholism in the Union, 
and any national programme to achieve its ends should include 
as a prerequisite the education of the public generally as well as 
of those who make first contact with the alcoholic in his home, 
in industry and in the community. 


RETARDED CHILDREN 


H. W. Smitu, M.A., Pu.D., Psychologist, Alexandra Institution, Maitland, Cape 


The child with subnormal ability confronts the general practitioner 
with a variety of problems of which not the least distressing are 
those presented by the moderately subnormal or imbecile group. 
The child in this group is not so entirely helpless as the severely 
subnormal or idiot group who demand complete nursing in an 
institution and therefore do not present quite as many and fre- 
quently insurmountable problems of management as the moder- 
ately subnormal. He is generally brought to the doctor at the 
critical age of 6-7 years, when the parents want to take him to 
school and the experienced teacher finds that he cannot fit into 
a group of school children, not even in the special classes. This 
finding is a severe blow to the parents, who never appreciated 
the full extent of their child’s retardation and the magnitude 
of the problem facing them, although they had realized all along 
that he was slower than other children. Admittedly the child’s 
physical appearance is normal or maybe even very attractive; 
he can run about and play like other children, he can talk and 
has acquired bowel and bladder control, but the teacher estimates 
his mental age at no more than 3 years, giving him an IQ below 50, 
and the regulations do not permit her to enrol him. When the 
IQ falls below 25 it seldom happens that the parents even attempt 
to enrol him. 

The school having failed them, the parents now turn to the 
doctor for advice and help. The total situation holds many 
problems distressing to the parents, the most immediate and 
urgent being where to place the child. It is his birthright to mix 
with other children in a school and this he is denied. True enough, 
he is somewhat lacking in innate ability, but he can nevertheless 
learn many things and he is denied the facilities to do so. He is 
forced to remain at home all day, idle and frustrated. If he cannot 
g0 to school his chances of employment in later years are irrepar- 
ably prejudiced. He prevents his mother from going out to work 
even if she needs to do so, and when she is ill there is no-one to 
care for him during the day. He cannot go to an institution 
because there is no vacancy; besides, the family circle is the best 
Place for him and the family are eager to keep him and capable 
of doing so. Today we make every endeavour to steer away from 


an institution and instead keep the child in the family circle if 
at all possible. 

It is to meet the needs of just such a child that a school has 
been founded in the Cape Peninsula. Unfortunately only a few 
doctors are as yet aware of its existence, and more parents of 
moderately subnormal children could be helped if it were more 
widely known. 

“OASIS” 


‘Oasis’, a full-time day school observing the same terms and 
hours as the ordinary primary school, is conducted by the Associa- 
tion for the Help of Retarded Children, a local body, not affiliated 
with the Cape Mental Health Society and not in receipt of any 
subsidy. The accommodation is ample, consisting of a private 
dwelling acquired by the Association and reconstructed and 
renovated to meet all the needs of a day school. There are suitable 
outhouses. Buildings and grounds are still being developed 
and improved, but they already make a pleasing appearance. 

The school is attended by about 40 boys and girls, none of 
whom is as yet eligible for the special classes of the Cape Educa- 
tion Department. The lowest age is 5 years and there is as yet 
no upper age limit. The mental-age range is 24 to 7 years. The 
qualifications for admission are an ability to walk unaided, a 
fair degree of bowel and bladder control, and freedom from 
the grosser forms of physical and emotional abnormalities. Ability 
to talk is not a condition. 

The children are in capable hands. The staff consist of a secre- 
tary, a fully qualified and experienced occupational therapist 
from Britain with nursing qualifications, 4 qualified assistant 
teachers, a qualified nursing sister, a non-European nursing 
assistant, a chauffeur-caretaker and a maid. The last two, husband 
and wife, sleep on the premises. 

The general atmosphere of the school, its state of cleanliness 
and tone and discipline, make a favourable impression leaving 
nothing to be desired. A visitor will most likely find one group 
of children quietly occupied with the usual school work appro- 
priate to their ability such as reading, writing and number work. 
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Another group will be doing handwork of a good standard, 
consisting of woven articles which have commercial value and 
are to be kept for the next sale of work. In addition to the develop- 
ment of muscular control, manipulative ability and sense percep- 
tion, the handicrafts constitute an excellent opportunity for the 
growth of character and personality. Two remaining groups 
with lower mental ages—too low to permit of systematic school 
work or handicrafts as yet—will be constructively occupied with 
suitable play material in the sandpit under a tree; later in the day 
they are to have their daily formal training in elementary self- 
help, buttoning clothes, dressing, etc., the only kind of training 
for which they are ready. In the afternoon the children are en- 
couraged to rest after their play, a very desirable arrangement, 
for subnormal children tire more readily and need more rest 
than others. 

The 1954-57 Royal Commission on the Law relating to Mental 
IIIness and Mental Deficiency prefers to call such a school a 
training centre and in its words: ‘The basis of occupation centre 
training is habit training, teaching the children to keep themselves 
clean and to feed and dress themselves, sense training to improve 
alertness, movement and speech, and carefully graduated hand- 
work of all kinds. Occupation centres usually also provide some 
instruction in reading, writing and arithmetic to those children 
who are thought to be able to develop even a rudimentary under- 
standing of writing and figures’.' 

There is no boarding department and as the children remain 
the whole day they have to be provided with a midday lunch. 
They bring sandwiches and the school provides something warm. 
A few of the children walk to school but the majority have to 
be conveyed. The Association owns its own bus, which is very 
well adapted to the purpose. It travels about 80 miles a day 
and fetches children 30 miles distant, the maid accompanying 
them. 

It must cost the Association a substantial amount of money 
to run such a centre and, as the fees are only £4 per child per 
month, much depends on public support. The Association has 
set itself a high standard; the centre would be a credit to any 
community and the Association is to be commended for its achieve- 
ment in a relatively short time. Parents, doctors and educational 
authorities can have complete confidence in the Association 
that it will supply all the required equipment, and in the capable 
occupational therapist and her assistants for their experience 
and devotion to the work. The children are fortunate in being 
in such good hands; they are happy and are receiving the best 
that modern special education has to offer. 

It is still undecided whether children with superimposed epilepsy 
should be admitted, and on what conditions. Another question 
which causes concern is what will happen to the children in the 
event of their parents’ death. There is little need for concern 
on this ground; the same agencies that care for other children 
when their parents die will take these children over. Moreover, 
moderately subnormal children tend to have a shorter span of 
life and are as a general rule outlived by their parents. It seldom 
happens that a child or adult is brought to the Alexandra Institu- 
tion for Mental Defectives on the grounds that he is destitute 
because his parents are dead. 

Oasis is co-educational. Experience has shown that it is good 
for the sexes to learn and work together, and some centres make 
special provision for boys and girls, and men and women, to 
mix for the emotional outlet which this offers them. 

The Association is not content with its achievements, fine 
as they are. They have outstanding problems to cope with such 
as an upper age limit for the school, what to do with the children 
when they reach this limit, and the extension of their activities 
further afield to reach more children who also need such a training 
centre; but we are sure that with adequate financial aid they will 
be able to deal completely with all these problems. 


THE ORIGIN OF THE SCHOOL 


Oasis is the first school of its kind in Cape Town, and there are 
very few in South Africa, but they have been in existence for nearly 
40 years in Britain where there were 16 in operation by the end 
of 1922.2, Without exception their beginnings were modest. They 
were housed in church rooms or in any available room. Some 
were open only | or 2 afternoons a week; only 3 as much as 5 
mornings per week. A few had part-time paid teachers, and 
some shared a teacher, but the majority operated with casual 
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and voluntary staff. In 3 centres a total of 35 children were taught 
by voluntary workers under the supervision of one shared or- 
ganizing instructress. 

The war years seriously retarded their growth, but they had 
proved their worth and by the end of 1949 the pre-war level 
was regained with a total of 159 centres and 5,340 children: 
6 years later these numbers had almost doubled with 279 centres 
and 14,200 children.* In recent years the number of centres has 
been increasing at an average rate of about 20 per annum and 
the number of children at an average of about 1,000. 

The first centres were run by voluntary organizations, and 
as late as 1938 the number of such centres still exceeded those 
conducted by the local authorities; but they had found so much 
favour with the taxpayer as well as with parents and professional 
men, that by the end of 1954 only 9 were still being run by private 
bodies.® 

Britain has obviously done much to provide for the educational 
needs of those subnormal children who cannot be enrolled in 
the special classes, but it plans to go much further, as evidenced 
by the report of the 1954-57 Royal Commission: ‘There should 
be a general re-orientation away from institutional care in its 
present form and towards community care. This would result 
in (among others) provision of adequate training facilities in 
centres or at home for severely retarded subnormal children 
who are unable to benefit from education at school’.* The Com- 
mission further recommends as follows: Paragraph 642, that 
attendance at a centre be made compulsory; paragraph 648, 
that sufficient training centres be established to meet the needs 
of all the children who can benefit from it; and paragraph 649, 
that hostel accommodation be provided in sparsely populated 
areas to enable the children to return to their homes for week- 
ends and school holidays. If the Royal Commission had its way, 
and we expect that the Ministry of Health will welcome this 
recommendation, the days of the large institutions for subnormal 
children would be numbered. In this respect the recommendations 
of the international expert committee’ convened by WHO in 
1954 correspond very closely to those of the Royal Commission. 
It is the general present-day tendency in Western countries to 
keep the subnormal child in the family circle and to provide for 
his education in the community. 


IMMEDIATE NEEDS OF SOUTH AFRICA 


Our own country, regrettably, has been lagging behind in the 
provision of such training centres, of which many are needed. 
We have been content to lean back and blame the authorities 
for not putting up more and larger institutions for subnormal 
children. We cannot be otherwise than grateful to Britain for 
showing us the way and to the Association for the lead taken 
in starting a centre; but Cape Town ought to have at least another 
4, and every town ought to have its centre, however small and 
modest it may be. In this connection one could wish for little 
better than for doctors and mental health societies to stimulate 
public-spirited persons or welfare bodies in their areas to start 
centres, and for the Association to encourage, advise and guide 
parents to do likewise. The Association could perhaps also make 
an experienced occupational therapist available to lay the founda- 
tions of centres in surrounding towns, after which the parents 
can carry on under the guidance and supervision of an organizing 
occupational therapist. 

The most pressing need is for the Government to make funds 
available for the work, because generous financial and practical 
assistance to parents is cheaper than institutional care. 


I wish to thank the Commissioner for Mental Hygiene, Dr. 
I. R. Vermooten for permission to publish. 


REFERENCES 

1. Report of the Royal Commission on the Law Relating to Mental Iliness and 
Mental Deficiency 1954-1957, paragraph 638. London: Her Majesty's 
Stationery Office. 

2. Central Association for Mental Welfare (1922): Centres for the Occupation 
and Training of Mentally Defective Children, p. 15. London: The Association. 

3. Report of the Royal Commission,' p. 15. 

4. O'Connor, N. and Tizard, J. (1956): The Social Problem of Mental De- 
ficiency, p. 15. London and New York: Pergamon Press. 

5, National Association for Mental Health (1955): Ment. Hith. (Lond.), 15, 19 

6. Report of the Royal Commission,' p. 245. 

7. World Health Organization (1954): The Mentally Subnormal Child, P- 46. 

Geneva: Wid. Hith. Org. 





21 Ju 


QU, 


The Mi 
1958 h 
made b 
under ¢ 
cerning 
as addi 
Add 
Medica 


Li 
College 
Sout! 


The fol 
April a 


Votive 
Dr. . 
tion, N 
Dr. an 
Mr. an 
D.C.O. 
Natalie 
Renauc 
Mrs. L 
Co. Lt 
mous, 
Mundy 
Mrs. R 


ght 
Or- 


lad 
vel 


res 
has 
ind 


ind 
ose 
ich 
nal 
ate 


nal 


Sed 
uld 

its 
ult 


the 
ed. 
ies 
nal 
for 
cen 
her 
ind 
ttle 
ate 
art 
ide 
ake 
da- 
nts 
ing 
nds 


ical 


Dr. 


and 
sty’s 


ition 
on. 





21 Junie 1958 
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SOUTH AFRICAN MEDICAL AND DENTAL COUNCIL 


QUALIFICATIONS OF COLLEGE OF PHYSICIANS, SURGEONS AND 
GYNAECOLOGISTS OF SOUTH AFRICA 


The Minister of Health, in Government Notice No. 740 of 30 May 
1958 has approved of the following amendment of the rules 
made by the South African Medical and Dental Council published 
under Government Notice No. 2440 of 15 December 1955 (con- 
cerning degrees, diplomas and certificates which may be registered 
as additional qualifications): 

Add the following further qualifications under the heading (a) 
Medical Practitioners: 

Abbreviations for 
Registration 

F.C.P. (S.A.). 


Licensing Body Qualification 
College of Physicians of Fellowship 
South Africa. 


THE BENEVOLENT FUND : 


The following contributions to the Benevolent Fund for March, 
April and May 1958 are gratefully acknowledged: 


Votive Cards in memory of: 

Dr. J. Drummond by Natal University Development Founda- 
tion, Mrs. T. Shadick Higgins, Mr. and Mrs. George Denny, 
Dr. and Mrs. H. D. de Marigny, Mr. and Mrs. H. C. Warner, 
Mr. and Mrs. B. Siedle, Mr. C. A. Christierson, Barclays Bank, 
D.C.O.—Natal Bank Branch, Mr. and Mrs. Leo Grice, Mrs. 
Natalie Campbell, Mr. and Mrs. E. P. Chapman, Mr. C. L. 
Renaud, Mr. W. A. Campbell, Mr. Killy Campbell, Mr. and 
Mrs. L. Ross-Elliott, Mr. C. I. Muir-Gavin, Yorkshire Insurance 
Co. Ltd., Durban, Natal Coast Branch, M.A.S.A., A. M. Anony- 
mous, Dr. and Mrs. Alan B. Taylor, Dr. and Mrs. M. Lockwood 
Mundy, Dr. Aubrey Radford, Mr. A. G. Sweetapple, Mr. and 
Mrs. Rex Johnston, Dr. and Mrs. Bertie Graham, Mr. and Mrs. 
B. J. Donnellan, Dr. S. McMahon, Dr. D. P. Marais, Dr. J. W. 
Pugh, Dr. A. Brodie, Dr. A. R. Butcher, Dr. James Black. 

Mrs. Friedlander, wife of Dr. F. Friedlander by Dr. J. F. Rivers- 
Moore, Dr. L. R. Tibbit, Dr. R. B. Peckham, Dr. H. A. Kalley, 
Dr. ' C. Akerman, Dr. M. T. S. Conradie, Dr. E. Clyde-Morley, 
Dr. N. Mungo Thompson, Dr. S. H. Cohen, Dr. L. M. Cohen, 
Dr. H. Levin, Dr. J. R. Reznek, Dr. S. J. Adendorf, Dr. D. N. 
Biggs, Dr. J. D. M. Barton, Dr. A. I. Pitcher, Dr. R. E. P. Mathews, 
Dr. P. A. Clark, Dr. N. M. L. Lund, Dr. T. H. Whitsitt, Dr. 
D. G. Cowie, Dr. A. H. Baxter, Dr. W. Fabian, Dr. K. Strauss, 
Dr. J. D. Woods. 

Dr. H. I. Maister by Dr. D. H. Biggs, Dr. N. Mungo Thompson, 
Dr. R. B. Peckham, Cape Midlands Branch, M.A.S.A., Dr. 
L. E. Lane. 

Dr. H. A. Edwards by Dr. A. E. Pinniger, Dr. R. B. Peckham. 

Dr. Robert Forsyth by Dr. A. W. S. Sichel, Dr. D. P. Marais, 
Dr. G. M. Malan. 

Dr. H. Heimann by Old Edwardians Society, Johannesburg. 

Dr. H. Krafchik by Dr. and Mrs. M. Meyers, Dr. R. Schaffer. 

Dr. F. T. Waldron by Dr. G. M. Malan. 

Mrs. Flather by Dr. Max Lautre. 

Mrs. A. Muhoam dy Dr. and Mrs. Robert Morris and Joan. 

Dr. L. Layton by Dr. H. G. Goldwater, Mrs. M. I. Heimann and 
daughter, Mrs. M. Heimann. 

Dr. Kurt Colsen by Dr. and Mrs. Max Lautre, Mrs. Betty 
Colsen. 

Mrs. E. te Groen, wife of Prof. L. J. te Groen by Northern 
Transvaal Branch, M.A.S.A. 

Miss Lilly Rainier by Dr. H. O. Hofmeyr. 

Mrs Lala Boyle by Dr. and Mrs. A. W. Spratt. 

Mr. Adams by Dr. M. Lautre. 

Mrs. A. T. Hudson by Dr. P. W. J. Keet and family. 

Dr. C. E. L. Berman by Mrs. P. G. Beaumont, Mr. and Mrs. 
Chris Potter and B. Oliff, Dr. A. E. Pinniger, Staff of the Alumin- 
lum Co. of S.A., Pietermaritzburg, Mr. and Mrs. E. O. Hesketh, 
Rosie, Ivy, Thelma and Ted, Mr. and Mrs. T. W. Scott and 
family, Mr. P. V. Burman, Mr. and Mrs. F. Stedman, Dr. J. D. M. 
Barton, Dr. J. D. Woods, Dr. A. I. Pitcher, Dr. S. H. Cohen, 
Dr. L. R. Tibbit, Dr. A. H. Baxter, Dr. C. Ovendale, Dr. R. 


Abbreviation for 


Licensing Body Qualification Registration 
College of Surgeons of Fellowship F.C.S. (S.A.). 
South Africa. 
College of Obstetricians Fellowship F.C.O. (S.A.). 


and Gynaecologists of Diploma in Dip. Mid. C.O. & G. 
South Africa. Midwifery (S.A.). 
POTENTIALLY HARMFUL DRUGS 

The Minister of Health (by Government Notice No. 782 of 
6 June 1958) has deferred until 1 September 1958 the coming 
into effect of the new regulation relating to the labelling of poten- 
tially harmful drugs, which was promulgated in Government 
Notice No. 613 of 2 May 1958 (see S. Afr. Med. J., 32, 536, of 
24 May 1958). 


DIE LIEFDADIGHEIDSFONDS 


Peckham, Dr. J. Reznek, Dr. H. A. Kalley, Dr. T. Whitsitt, 
Dr. F. Bamford, Dr. N. M. Thompson, Dr. C. Akerman, Dr. 
D. G. Cowie, Dr. W. Fabian. 

Mrs. H. A. Watermeyr by Dr. and Mrs. A. W. Sichel. 

Mrs. Beyers, widow of Dr. J. M. Beyers by Cape Eastern Branch, 
M.A.S.A. 

Mrs. Phyllis Evans, daughter of Dr. J. Tasker by Dr. L. E 
Miller. 

Dr. L. Farrell by Border Branch, M.A.S.A. 

Dr. A. E. Pinniger by Dr. A. H. Baxter, Dr. N. M. Thompson. 

Mrs. E. Hafner by Dr. J. H. McLean, Drs. Moore-Dyke and 
J. Russell. 

Mr. L. A. Groenewald by Dr. H. le Clus. 

Geloftekaart ter nagedagtenis aan: 

Mnr. P. J. Olivier van Dr. en Mev. J. S. du Toit. 

Total amount received from Votive Cards £165 15s. 6d. 
Services rendered to: 

Dr. J. M. Hoffman by Drs. L. v. R. Oosthuysen, L. Lane and 
B. Francis. 

Mrs. M. L. Herbst by Dr. J. D. Meyer. 

Wife and infant son of Dr. J. E. Cosnett by Mr. H. Renton, 
Drs. H. L. Wallace and J. S. Coller. 

Mrs. M. le B. Botha by Mr. L. M. Satchwell, Drs. P. Hafner, 
P. Liesching, V. Solomon, L. Oosthuizen, Jowell, Hooper and 
Grieve, Dr. M. S. Ofsowitz. 

Wife of Dr. M. G. Meyrs by Drs. D. Polonsky, S. Lopis, 
N. Klass, S. Sims and E. Samuel. 

Rev. F. Retief by Dr. G. Dall. 

Mrs. J. G. de Wet by Prof. J. T. Louw. 

Mrs. J. L. Couper by Dr. F. Benjamin. 

Lola Klugman by Drs. D. Friedlander and N. Schmaman. 

Mrs. M. P. Doman dy Drs. H. Kaye and Garber. 

Vir dienste gelewer aan: 

Seun van Dr. F. J. van Tonder deur Geneeshere te Dewetsdorp. 

Total amount received for Services Rendered £89 14s. Od. 
Donations: 

Drs. H. Smit, H. J. Voortman, H. Levin, J. P. Cronje, A. J. P. 
Lessing, N. H. Helman, J. Kleinman, S. J. Adendorff, J. H. 
Botha. R. D. van Rooyen, E. Meltzer, R. Glasser, J. H. Jackson, 
A. Seele, D. T. Trotman-Pitt, T. S. Eddy. H. Simon, N. Mundy, 
J. J. Lawrence, R. J. H. McMahon, B. L. Butler, A. L. Forbes, 
C. Gordon, H. C. Enslin, R. F. Vaughan, S. Kahn, J. L. Parker, 
P. Lewis, J. G. M. Richter, M. G. Erasmus, S. J. P. Eloff, E. 
Tucker, E. Krausey, P. J. Grobler, A. Nel, S. Stein, E. T. Dietrich, 
P. de V. Charlton-Perkins, J. D. Woods, R. J. D. Jamieson, 
H. Saacks, A. D. Hartman, E. Briggs, A. L. Rencken, B. A. 
Armitage, R. J. Marot, J. C. W. Ehlers, L. G. MacKenzie, R, E. P. 
Matthews, D. S. Palmer, R. N. Wilson, F. E. Meltzer, W. F. 
Leith, J. Mibashan, E. Frankenfeld, P. A. Clarke, 1. M. Hurwitz, 
D. A. Hoffman, H. L. Wallace, A. H. Baxter, A. C. L. Grantham, 
G. D. Morgan. 

Total £42 Os. 6d. 
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£ a2 

Members collection box, neeathe Western Branch 913 4 
Dr. P.L. Nash... oe , | 
Dr. Ellen Altschul. . es fae 
American College of Chest Physicians ke a 
S.A. Mutual Life Assurance Society .. -.. 010 6 
Proceeds of Campbell cup golf trophy competition —. He 


Total amount received from Donations £222 17s. 5d. 
* Grand Total £478 6s. 11d. 


NEW PREPARATIONS AND APPLIANCES : NUWE PREPARATE EN TOESTELLE 


VENOCORTIN 


Protea Pharmaceuticals Ltd. announce this new ultra-rapid 
Intravenous Hydrocortisone preparation and supply the following 
information: 

Venocortin, which has been developed in the Fredericksberg 
Chemical Laboratories, Copenhagen, differs from all other intra- 
venous forms of Hydrocortisone in that it is a phosphoric ester 
of Hydrocortisone, based on the well-known fact that tissue 
fluids have an affinity for phosphoric compounds. 

In the treatment of shock it is highly important that the treat- 
ment shall take effect immediately. The rapid response to Veno- 
cortin is therefore of great advantage. 

Apart from its use in manifest shock, Venocortin is used pro- 
phylacterally before, during and after operations. It is used 
medically in severe intoxication from acute infections, acute 
aggravation of chronic infections, status asthmaticus, agranulo- 
cytosis, and allergic and anaphylactic states. 

On the continent of Europe Venocortin has proved an immediate 
success and it is now the product of choice in many countries. 
(Medical abstracts and literature available on request.) 

Administration. ‘Venocortin may be administered either slowly 
by the intravenous route or intramuscularly. The following 
doses of Venocortin may be given every sixth hour (3-4 times 
in 24 hours): Adults 100 mg., infants 10 mg., children 6-12 months 
20 mg., older children 50 mg. 

Packing. Supplied as dry powder in vials of 100 mg. together 
with solvent. 


PASSING EVENTS : 


Mr. J. R. Frylinck, F.R.C.S., of 190 Lister Buildings, Jeppe Street, 

Johannesburg, has been appointed Hon. Secretary of the Associa- 

tion of Surgeons of South Africa. 
* * <2 

At the Leipzig Autumn Fair (7-14 September 1958) there will be 

extensive international participation inter alia in the sections of 

pharmaceuticals, chemical goods, books and other publications. 
+ * aa 


Mr. M. Arnold, F.R.C.S. (Edin.), has changed his consulting 
rooms from 107 Tower Hill, Hillbrow, Johannesburg, to 3rd 
Floor, Clarendon Centre, Park Lane, Parktown, Johannesburg. 
The telephone number is unchanged namely, 44-7252. 

7 + * 


Mr. R. P. Schach, Urologist, Johannesburg, has changed his 
address to Suite 901, Medical Arts Building, Jeppe and Troye 
Streets, Johannesburg. The telephone numbers remain unchanged, 
viz. rooms 23-9679, residence 42-8733, emergencies 22-4191. 


Dr. C. S. Barnard, aod has recently returned to South Africa 
after spending 2} years in the United States of America, will 
give an informal talk in the large (A Floor) lecture theatre. Groote 
Schuur Hospital, Cape Town, on Wednesday 2 July at 12 noon. 
Subject, Recent Advances in Cardiovascular Surgery. Anyone 
interested is invited to attend. 
* * * 

Mr. Barry Sender, F.R.C.S. (Edin.), has commenced practice as 
a Specialist Surgeon at 801 Theatre Centre, Waterkant Street, 
Cape Town. Telephones: Rooms 35704, residence 63521. 

Dr. Barry Sender, F.R.C.S. (Edin.), het begin praktiseer as 
Spesialis-chirurg te Theatre Centre 801, Waterkantstraat, Kaapstad. 
Telefoonnommers: Spreekkamer 35704, Woning 63521. 


Distributors: Protea Pharmaceuticals Ltd., Johannesburg, 
Cape Town, Durban, Port Elizabeth and East London. 


ORPHENADRINE AND RESERPINE 


Orphenadrine hydrochloride (trade name Disipal) has been 
found to exert a highly selective action against some of the most 
disturbing symptoms of Parkinson’s disease, an action not dupli- 
cated by any other current remedy.’ It specifically influences 
the psychic symptoms in this disease, combating depression and 
producing a sense of well-being.” 

Reserpine in high doses in the psychiatric field has been found 
often to produce Parkinson-like symptoms, and to combat this side- 
effect a trial has been made of combining orphenadrine with 
reserpine in the treatment of the mentally ill. It has been found 
with patients numbering thousands that orphenadrine eliminates 
the greater part of the side-actions of reserpine (excitation, aggres- 
sion, turbulent mood) and potentiates its action in psychiatric 
treatment. Thus the addition of orphenadrine has enabled the 
use of reserpine to be extended from chronic psychoses to acute 
stages, as in acute schizophrenia.* 

The combination of orphenadrine and reserpine will shortly 
be introduced under the name Elimit by the N.V. Koninklijke 
Pharmaceutische Fabrieken, v,h Brocades-Stheeman & Phar- 
macia, Amsterdam, Holland. 

1. Doshay and Constable (1957): J. Amer. Med. Assoc., 


2. Gillhespy (1956): Beham. Med. Rev., 19, 115. 
3. Scheurle (1957): Dtsch. med. Wschr., 82, 2227. 


163, 1352 


IN DIE VERBYGAAN 


Mr. A. I. Lichter, F.R.C.S., Thoracic Surgeon, of 32 Jenner 
Chambers, Jeppe Street, wishes to inform his colleagues that as 
from 1 July 1958 his new address will be: 3rd Floor, Clarendon 
Centre, Park Lane (off Clarendon Circle), Johannesburg. Tele- 
phone, 23-6660. 

Dr. A. I. Lichter, F.R.C.S., Borschirurg, van Jeppestraat 32, 
wens sy kollegas in kennis te stel dat vanaf 1 Julie 1958 sy adres 
as volg sal wees: 3de Verdieping, Clarendon Centre, Parklaan 
(net by Clarendon Sirkel), Johannesburg. Telefoon, 23-6660. 

* e e 


Dr. G. Hilkovitz of Harrismith, O.F.S., travelled from England 
to the United States of America on 19 June 1958 to take up a 
post in clinical haematology at the Medical College of Virginia 
under a research fellowship grant made by the A. D. Williams 
Committee of America. This grant resulted from the publication 
of his work on sickle-cell disease in the British Medical Journal of 3 
August 1957. Dr. Hilkovitz expects to be in America for a year. 
* * 


Miss June Hagan, of Worcester, C.P., 5th-year medica! student 
at the University of Cape Town, has been awarded by the American 
College of Chest Physicians a certificate of honourable mention 
and a prize of 50 dollars in an essay competition open to under- 
graduates throughout the world. Miss Hagan’s essay was entitled 
‘Cryptococcosis of the Lung’. Dr. D. P. Marais, Regent of the 
College for South Africa, made the presentation at a meeting of 
the local Chapter of the College held in Cape Town on 9 June 
1958. This is the second time a Cape Town student has won an 
award in this competition. 
* 4 

2nd Urological Congress (M.A.S.A.) 17-19 July, Cape Town. 
The organizing secretary advises that there has been a gratifying 
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response from urologists and the Congress promises to be a great 
success. A detailed programme will be published in the Journal of 28 
June 1958 and it will be noted that the urologists have combined 
with other groups to give a wider interest. All practitioners, both 
specialist and general, are cordially invited to attend, and there will 
be no registration fee for visitors. Venue: Physiology Lecture 
Theatre, Medical School, University of Cape Town. Queries 
regarding the Congress to be addressed to Dr. P. J. Retief, 85 St. 
George’s Street, Cape Town (telephone 6-1821 or 2-9243). 
~ * * 


At the XII General Assembly of the World Medical Association, 
which will be held on 15-20 August 1958 in the Parliament House, 
Copenhagen, Denmark, under the patronage of H.M. Frederick 
IX, King of Denmark, the following topics will be discussed: 
(1) Health education of the public; (2) Problems of doctors in 
hospitals and policlinics; (3) The health team and challenge of 
world unity; (4) Nuclear radiation and health education of the 
public; (5) Scientific programme, (a) the Danish programme of 
cancer control and education, (b) treatment to reduce mortality 
from toxic effects of soporofic drugs, (c) permanent sequelae 
from malnutrition. A medical editors’ meeting will be held on 
the subject of ‘medical publications as a responsibility of the 
medical associations’. An international film exhibition (medical 
motion pictures) will also be held. 
* * * 


Smith, Kline and French Laboratories Ltd. This pharmaceutical 
house, amongst whose products are numbered Benzedrine, Dexe- 
drine and Drinamyl, and the ‘Spansule’ drugs, is building new 
pharmaceutical research and development offices on a 9-acre 
site at Welwyn Garden City, near London, at a cost of £1 million. 
The South African headquarters of SKF Laboratories are at 
Port Elizabeth, where most of their lines are manufactured. 
In Britain, Smith, Kline and French are again this year sponsoring 
closed-circuit colour television as a medical teaching medium. 
Programmes have been arranged to be given in Birmingham at 
the British Medical Association’s Annual Meeting, and also in 
London and Southampton. The demonstration will be given by 
a British-built mobile unit which is being equipped by Marconi 
Wireless Telegraph Company Ltd. 


REVIEWS OF BOOKS 


RECENT ADVANCES IN UROLOGY 


Recent Advances in Urology. By Howard G. Hanley, M.D., 
F.R.C.S. Pp. viii + 270. 83 Illustrations. 30s. net. London: 
J. & A. Churchill Ltd. 1957. 


Contents: Preface. 1. Medical Problems in Urology: Physiology and Renal 
Failure. 2. The Chemotherapy of Urinary Infections. 3. Radiology of the Genito- 
urinary Tract. 4. Conservative Renal Surgery: Hydronephrosis and Partial 
Nephrectomy. 5. Prostatic Obstruction. 6. Perurethral Prostatic Resection. 
7. Prostatic Cancer. 8. Renal Tumours. 9. Bladder Tumours. 10. Diversion of 
the Kidney Urine. 11. Urinary Lithiasis. 12. Genito-urinary Tuberculosis. 
13. Surgery of the Adrenal Glands. 14. Subfertility. Index. 


This book deals with aspects of urology in which new data are 
accumulating or in which recent advances have occurred. It is a 
valuable contribution in that it enables the busy urologist to obtain 
an overall picture of current trends in his subject without having 
to wade through a mass of well known data. For those who wish 
to do further reading on a particular subject there is an excellent 
list of references at the end of each chapter. 

The chapter on medical problems in urology is a welcome feature. 
This has up to now been a much neglected subject in text books of 
urology and brief though this chapter is, one feels certain that it 
will stimulate further interest in this most important field. There 
has in recent years developed a narrower gap between urology and 
renal disorders dealt with by the physician. It is inevitable that the 
urologist will advance further and further into this field. 

The section on radiology of the genito-urinary tract gives a 
Preview of the fascinating possibilities with the extended use of 
the image amplifier. One is a little perturbed that perirenal in- 
sufflation is discussed without any mention being made of its now 
well known dangers. 

Urinary diversions are adequately discussed in a well-balanced 
contribution. The relative merits of uretero-colic anastomosis and 
ileal loop replacements are very clearly stated. The unsatisfactory 
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Prof. R. A. Dart, head of the department of Anatomy at the 
University of the Witwatersrand, has been elected an honorary 
member of the Dental Association of South Africa. This honour, 
which is the highest the Association can confer, is, says an an- 
nouncement, ‘in recognition of his great services to dentistry, 
particularly in South Africa, and also to science and humanity’. 
The announcement adds that ‘Professor Dart has always been 
intimately connected with the Faculty of Dentistry and Oral and 
Dental Hospital of the University of the Witwatersrand and has 
exercised a profound influence on dental education in South 
Africa’. 

Professor Dart recently visited America to receive the Viking 
Fund Medal and Award for 1,000 dollars for 1957. The award, 
made by the Wenner-Gren Foundation for Anthropological 
Research on the nomination of the American Association of 
Physical Anthropologists, has been awarded only once before 
to a scientist who is not an American. 

— * 


The 13th International Congress on Occupational Health, sponsored 


“by the Permanent Committee and International Association on 


Occupational Health (chairman, Dr. Sven Forssman of Stock- 
holm), will be held in New York during July 1960. Dr. Leo 
Wade, Medical Director of the Esso Standard Oil Company, 
is chairman of the Organizing Committee of the Congress. The 
theme of the congress will be prevention rather than cure of 
occupational injury and disease. Participants from many parts 
of the world will report on the findings of clinical and laboratory 
research and methods for the control of occupational health 
hazards, including, for example, those from radio-active ma- 
terials, which are being used to an increasing extent in industry. 
Plans are under way to provide meeting facilities, translation 
services and other accommodations for the several thousand 
doctors, nurses, industrial hygienists and delegates from more 
than 40 countries who will attend. This is the first time that this 
international group has met in America. All earlier meetings 
were held in Europe, beginning with the first one in Milan in 
1906. The last previous congress was in Helsinki in 1957. 


: BOEKRESENSIES 


long-term results of the former are if anything understated. The 
use of ileum has extended considerably since this chapter was 
written and many further favourable reports have appeared in the 
literature. The comment in the introductory paragraph on the 
surgery of the adrenal gland is most interesting. The author states 
that the surgical exposure of the adrenal gland presents no new 
problem to the urologist who is used to overcoming greater diffi- 
culties in this area than those generally associated with adrenal 
surgery. This is a truism which one is surprised has not become 
apparent sooner. 


Special mention must be made of the chapter on bladder tumours. 
It is a concise and lucid contribution. If there is any criticism of 
this useful volume it is that one would have liked to see a section 
devoted to pediatric urology. This could have replaced the chapters 
on prostatic obstruction and perurethral resection with distinct 
advantage. 
M.M. 


GASTROINTESTINAL THERAPY 


The Physiologic Basis of Gastrointestinal Therapy. Selected 
Topics. By Heinrich Necheles, M.D., Ph.D., F.A.C.P. and 
Martin M. Kirshen, M.D., F.A.C.P. Pp. v+330. $8.75. New 
York and London: Grune & Stratton, Inc. 1957. 


Contents: Preface. Innervation. Gastrointestinal Motility and Its Disturbances. 
Drugs Affecting the Gastrointestinal Musculature. Secretion and Digestion. 
Absorption, Excretion, Feces. Ulcer. Liver and Gallbladder. Pancreas. Index. 


This book is far more comprehensive and useful than the title 
suggests, for the authors pay as much attention to the physio- 
logical basis underlying the diseases they discuss as to the principles 
of treatment. The result is a very well-rounded discussion of 
topics of current interest in the field of gastroenterology; yet 
mundane subjects like constipation and diarrhoea are not neglected. 
It is very up to date and it is most gratifying to read an American 
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book and encounter so many references to the British literature. 
This book provides a critical and fair survey of current opinion 
about the treatment of gastro-intestinal disorders, and is most 


CORRESPONDENCE 


MAGNESIUM THERAPY IN CORONARY AND OTHER CONDITIONS 


To the Editor: May 1 focus attention on the need to investigate 
the role of the magnesium ion in coronary, spastic and sclerotic 
conditions. Several writers have drawn attention to their experi- 
ences, or those of their patients, in which strong evidence of the 
efficacy of magnesium is seen. 

The end is so laudable that all avenues of treatment of angina 
should be explored. Currently no notice, apparently, has been 
taken of isolated references to the good results of magnesium 
therapy. 

Perhaps investigation at research level into the effects of mag- 
nesium may throw added light on the problem of coronary athero- 
sclerosis. 

T. H. Crouch 
Mooi River 
Natal 
4 June 1958 
PARENTERAL MAGNESIUM SULPHATE 


To the Editor: \n the Journal of 5 April 1958, I read with great 
interest Dr. H. Feldman’s letter’ on parenteral magnesium sul- 
phate in coronary disease. It struck me as a fine gesture on his 
part to publish the excellent result this preparation has had on 
his own attacks of angina pectoris for the possible benefit of 
others similarly affected. It would be useful if more medical 
men would publish their experiences of their personal diseases, 
especially in the initial stages. 

For many years I have been keenly interested in the thera- 
peutic effect of magnesium preparations. I do not know who 

was the first to use magnesium sulphate in angina pectoris, but 
I do know that the first text-book on medical treatment to refer 
to this therapy was Behandlung innerer Krankheiten by v. Dri- 
galski, Schliephake and Meuwsen (Stuttgart, Piscalor-Verlag, 
1950). For several years before this publication, Prof. Dr. med. 
Erwin Schliephake (of short-wave diathermy fame), now of the 
University of Giessen, has been injecting intravenously with 
good results a 10° solution of magnesium sulphate in ‘certain 
cases of angina pectoris. After this, Prof. Schliephake together 
with Mr. Kutz, a chemist, investigated other magnesium prepara- 
tions for therapeutic purposes, especially also for oral administra- 
tion. The great drawback of magnesium sulphate is its inability 
to pass the bowel mucosa; it therefore acts only as a_purgative 
if given orally. The two investigators found the thiosulphate 
to be very effective, and also the nicotinate, when given orally. 
Professor Schliephake has therefore lately been using a mixture 
of magnesium thiosulphate and nicotinate with nicotinic-acid- 
amide, which can be used orally or intramuscularly or injected 
very slowly intravenously. This preparation is being manufac- 
tured by two firms and is on the market under their respective 
names. In all three modes of administration this preparation 
has a pronounced effect on arterial hypertension, a good effect 
on arteriosclerotic complaints and headaches following apo- 
plexy, resulting from brain tumours, migrainous, etc. Since its 
use in 1946 no side-effects have been noted. 

Magnesium preparations have great therapeutic importance. 
We are all only too familiar with the effects of Epsom salts: and 
magnesium sulphate paste is very useful in the treatment of dis- 
charging abscesses. Further, apart from its strong central narcotic 
action, it has also a peripheral curare-like action on the motor 
nerve-endings if administered parenterally, especially intraven- 
ously. It has therefore been used in the treatment of various 
forms of convulsions (eclampsia, strychnine-poisoning, tetanus, 
traumatic epilepsy). It was used intravenously with great success 
as a narcotic and muscle relaxant—both actions combined in 
the one substance—for the performance of long-lasting major 
operations. For its same properties, it was used successfully 
as a narcotic and muscle relaxant in electro-shock treatment 
The great advantage of any magnesium preparation administered 
parenterally, especially intravenously, is the fact that a calcium 
preparation, e.g. CaCl,, is an absolutely reliable, instantly-acting, 
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useful for reference purposes. It is a pity that it is slightly marred 
by a pedestrian style and frequent misprints. 
K.D. 


: BRIEWERUBRIEK 


antidote. One could mention further therapeutic uses of mag- 
nesium preparations, but it would take one too far. 

Magnesium is also an important constituent of body tissues 
too little or too much is harmful. 

The role played by magnesium in the body and the therapeutic 
indications of its preparations offer a wonderful field for research 
work. But, quite apart from the therapeutic effect of magnesium 
preparations, there is another form of much simpler treatment 
of angina pectoris and similar conditions which in some cases is 
brilliantly successful. I mean the ‘neural-therapy’ as practised 
with Impletol (a preparation for intravenous injection containing 
novocaine and caffein) by the two brothers, Drs. Ferdinand Huneke 
of Diisseldorf and Walter Huneke of Stuttgart. I witnessed 
most amazing cures in Dr. Ferdinand Huneke’s consulting room 
last year. 

Anon. 


7 June 1958 
1. Feldman, H. (1958): S. Afr. Med. J., 32. 392 


HABIT-FORMING DRUGS AND POTENTIALLY HARMFUL DRUGS 


To the Fditor: You have on several occasions very rightly and 
appropriately drawn attention to our profession’s obligations 
in this matter, and as a general practitioner I accordingly wish 
to bring the following to your notice in the hope that as a result 
something may be done in the public interest to bring about 
reform of the conditions under which habit-forming drugs and 
potentially harmful drugs are at present being sold. 

I have a patient who became addicted to alcohol several years 
ago, seemingly ‘as a way of escape from all his troubles’. After 
several incidents which nearly wrecked his home the patient 
submitted to medical treatment and subsequently he seemed to 
be normal and well adjusted to cope with his problems. Un- 
fortunately this happy state of affairs did not persist, because 
after a while it became apparent that he was under the influence 
of drugs. He suffered from severe depression and maintained 
that he could only face his difficulties by resorting to drugs. It 
is now clear that he is obtaining drugs on a liberal scale without 
a proper medical prescription, and owing to his excessive use 
of these drugs he is deteriorating mentally and physically. 

Theoretically our law for the sale and distribution of habit- 
forming drugs and potentially harmful drugs may be adequate, 
but investigations show that certain pharmacists allow themselves 
to be persuaded to sell these drugs ‘over the counter’; and it is 
quite clear that stricter control must be exercised over the supply 
of dexamphetamine, barbiturates, and various proprietary sub- 
stances containing habit-forming or potentially harmful drugs. 

We know the special dangers inherent in the use of barbituric- 
acid derivatives by alcoholics, but it seems to me that it has not 
been sufficiently stressed that dexamphetamine is just as great a 
danger. With maladjusted persons who lack the courage to 
grapple honestly with their troubles the use of dexamphetamine 
as a means of escape appears to be becoming popular because 
they imagine that the external effects of this drug are less notice- 
able than those of alcohol. 

In view of the human wreckage and ruin which is being caused 
on all sides by indulgence in drugs, I feel that we and pharmacists 
have a duty to do everything in our power to ensure that not 
only the letter of the law but also its spirit is strictly observed. 

I realize that the chemist is put in an awkward position when 
a customer approaches him and wants to purchase a proprietary 
preparation known to be habit-forming or potentially harmful; 
but I suggest that in order to prevent further progress along the 
road that leads to disaster for these patients and their families, we 
must appeal to pharmacists to help in devising ways and means 
for the better control of those situations where an adequate sense 
of responsibility on the part of an individual pharmacist and his 
customer may be lacking. GP’ 

J . 


7 June 1958 
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